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IMPORTANT ANNOUNCEMENT |p 





British Pharmaceutical Codex Standards for Surgical Catgut 
(1944, 6th Supplement) 


MERSONS OF EDINBURGH, for the sake of uniformity, 


will shortly produce their Surgical Catgut in B.P.C. sizes only. 





Until present stocks (in Mersons former sizes) are exhausted, the nearest 
B.P.C. size will be indicated by additional carton labels. As new stocks 
become available: in B.P.C. sizes, the nearest Mersons former size will be 
indicated also, in parenthesis, to assist Surgeons and Theatre Staffs to 
become accustomed to the B.P.C. sizes. 





Orders received by Mersons from 1st May 1944 are being interpreted as being for B.P.C. sizes. 





B.P.C. & U.S.P. Xi. SIZES | 4/0 3/0 2/0 0 1 2;3;,4]5 
MERSONS FORMER SIZES | 10/0 | 8/0,6/0|4/0,3/0}2/0,0); 1,2 | 3 | 4) 5 | 6 









































We ask your indulgence for any inconvenience during the transitional period 





G. F. MERSON LTD., EDINBURGH, ScOTLAND 
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H ECSON 
SUPER ELASTIC TRUSS 
for the Treatment of Hernia 
Where treatment of Hernia by surgical 
methods is undesirable for any reasons, 


the HECSON super elastic truss can be 
confidently recommended. The Special 





the top of the pad instead of the lower 
Siege os la'Be orcisary clastic or old i ew pilot having conducted his charge safely 


spring truss. Thus it becomes part of the : . 
leverage mechanism for increasing the through the shoals, leaves the ship. So with 


Get seat ead gg ream MEDINAL.: A hypnotic witha very high degree of 


Strap is fixed to Pad at A. Price : Singie 37/6; Double 50/- solubility, it fulfils its task and is quickly excreted. 


Therefore greater pressure y 
is exerted at B, when the ‘Further parficulars on request from It produces a calm untroubled sleep of the adequate 
strap is pulled tightly. the manufacturers. depth. The patient wakes, free from any feeling 


of heaviness, MEDINAL has no ill effects upon 
CC Service cardiac, respiratory, digestive and renal functions. 
Its d i ion. 
We regret that owing to shortage of materials and labour, we are use docs not lead to habituation 
frequently prevented from making such prompt deliveries as has 
been our custom in the past. We do, however, assure you that MM EK ue | | N A g 
every possible effort is being made to maintain our usual high 
standard of workmanship and prompt delivery. LITERATURE GLADLY SENT ON REQUEST 


‘ Medinal’ is the registered name which distinguishes soluble 
H. E. CURTIS & SON, LTD. site raised name which distinguishes 


N t i] . 
reer ee Rckmanoworth Her 3501, || BRITISH SCHERING LIMITED 


LONDON _ $4, Mandeville Place, London, W.1. 185-190 High Holborn, London, W.C. 
ADDRESS Tel.: WELbeck 2921. oe IES ‘ 
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PENICILLIN IN 


J. S. JEFFREY, M.D., F.R.C.S.Ed. 
Lieut.-Col., R.A.M.C. 


After the report to the War Office by Prof. H. W. Florey 
and. Brigadier Hugh Cairns which indicated the value of 
penicillin in war wounds, the Army Medical Services 
decided to give the benefit of this new drug to as many 
of the wounded as possible. At that time—Sept., 1943— 
the main fighting in which the British Army was engaged 
was in Italy, and after agreement with the M.R.C. Penicillin 
Committee it was arranged that the bulk of British peni- 
cillin production would be sent there. An additional 
benefit was that by concentrating most penicillin in one 
area the maximum information should become available, 


‘ since shortage of supply in any planned investigation could 


be avoided. Thereupon the War Office formed a “ Peni- 
cillin Control Unit,” consisting of surgeon, pathologist, 
and laboratory technicians, whose function it was to dis- 
tribute the drug among the Army, instruct surgeons in its 
properties and demonstrate its use, instigate special investi- 
gations, and collect results. 


We arrived in Italy in Dec., 1943, and set up our laboratory 
in a forward base hospital at Bari. This was convenient, 
because the main fighting at that time was on the Eighth 
Army front in Eastern Italy. Later on, the laboratory was 
moved to Western Italy to cope with the fighting around 
Cassino and beyond. The laboratory was equipped with 
apparatus from the Base Depot Medical Stores, and no special 
‘apparatus not in current use was sought. It was pleasing to 
note the absence of contamination in the bacteriological 
laboratory, which functioned successively in a small room 
with rough-cast floor and walls, in a tent, and in a mobile 
laboratory van. 

Suppl.es of penicillin were flown out to us regularly from 
the War Office. They were products of three British firms— 
Therapeutics Research Corporation, Kemball, Bishop and Co., 
and Imperial Chemical Industries ; and two American firms— 
Pfizer, and Merck. Samples of all batches of penicillin received 
were assayed before the bulk was distributed, and only three 
early specimens were found not to possess the activity stated. 
In these three the deterioration was of an extreme degree, 
but from their general appearance it was immediately obvious 
that there had been some radical change. The loss of activity 
was attributed to the presence of moisture in the container 
of the sodium salt. In connexion with the stability of penicillin, 
it was of interest to note that small amounts remaining of two 
preparations brought from England to North Africa in May, 
1943, were found to have retained their activity and were 
used in Jan., 1944. These preparations had been carried among 
our personal kit for a period of four months. 

The initial distribution of the drug we did personally among 
the 80 operating centres dealing with the casualties—General 
Hospitals, Casualty Clearing Stations, Field Surgical Units, and 
special units such as Mobile Neurosurgical and Maxillo-Facial 
Units. Our penicillin came to us mostly as the sodium salt, 
for systemic use and for local solutions. The calcium 


‘penicillin we mixed with sulphathiazole as a diluent, in the 


strength of 5,000 units of penicillin per gramme of sulpha- 
thiazole. This made a satisfactory powder, which, along with 
an efficient insufflator (R.A.P. type—D. Rose), was distributed 


> 
' 


18 c.cm. conveniently. 





BATTLE CASUALTIES 


AND SCOTT THOMSON, M.D. 


Major, R.A.M.C. 


largely among the forward operating centres. Most of the 
sodium salt was sent to base hospitals, for they alone can 
hold on to fractures and other casualties long enough to give 
an adequate course of penicillin systemically. We let the 
forward units have small stocks of sodium penicillin for use 
in gas gangrene and penetrating chest wounds. By May, 1944, 
the penicillin supply position in Italy was so satisfactory that 
practically all the more serious casualties were able to get 
penicillin if it was indicated ; and the distribution of the drug 
was taken over by the Army Blood Transfusion Unit 
(Major G. W. Wolstenholme, O:C.). This is a most efficient 
service, and its refrigerating vans are constantly visiting the 
operating centres. 
Selection of Cases 


Infection and its prevention are such important factors in 
the open wounds of warfare that we advised that certain types 
of case should receive penicillin as a routine. At first treat- 
ment was strictly confined to battle casualties, but with 
increasing supplies we broadened the scheme to include other 
casualties and some medical conditions. At all times the treat- 
ment was extended alike to British, New Zealand, Indian, 
Canadian, and Colonial soldiers, sailors, and airmen; and 
latterly we were able to include our Polish, Yugoslav, and 
French allies. Our American allies always had their own 
supply, and were putting it to good use. The generzl selection 
of cases was: 

Systemic Penicillin (1.M. or 1.V.).—(a) All fractured femurs: ; 


‘the worst-fractured tibiae; fractures of shoulder and upper 


humerus; other severe fractures (e.g., pelvis); amputations ; 
severe hand injuries; multiple severe soft-tissue wounds. It 
was advised that such cases should be given a systemic course 
of penicillin prophylactically as soon as they reached a base 
hospital. (b) Gas. gangrene. (c) Late cases with established 
sepsis—in selected cases. (d) Septicaemias—waiting for a 
positive blood culture in medical cases but not in battle 
casualties. 

Local Penicillin—Wounds of chest, head, eyes, face, and 
soft tissue. 

Technique of Systemic Administration 


The administration of the drug throws a big extra strain on 
the hospital staff, particularly when more than 20 patients 
are being treated simultaneously. We entrusted the work 
principally to the transfusion officer of the hospital and his 
orderlies. For day work they made up bottles of [8 c.cm. 
aq. dest. containing 90,000 units—i.e., 6 doses of 15,000 units 
in 3-c.cm. doses—and they did the injections (intramuscular) 
themselves. A screw-cap laboratory specimen bottle holds 
The smaller specimen bottle holds 
3 c.cm., and for night work the 3-c.cm. doses were put up in 
the requisite number of bottles and left with the night sister 
for her to inject. It was easier for her at night to suck up 
the whole contents of the bottle rather than measure out 
exact amounts. Occasionally the administration was by con- 
tinuous intravenous drip, 5,000 units an hour in glucose-saline, 
plasma, or blood. On the whole the intramuscular route proved 
more foolproof and satisfactory. 

Reactions.—Untoward reactions were negligible apart from 
thrombophlebitis on continuous intravenous drip. The vein 
usually thrombosed after 48 hours, and the onset of thrombosis 
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was not delayed by increasing the rate of infusion from 
4 pints to 6 pints in 24 hours. Pain on intramuscular injection 
was fleeting. We saw only one urticarial reaction in 200 cases 
treated systemically. It developed on the third day of treat- 
ment. There were widespread wheals over the body, and it 
disappeared spontaneously in two days though the treatment 
was continuing. Pyrexia sometimes occurred on intravenous 
therapy, but there were no rigors. We tried intramuscular 
injections of calcium salt in three patients, and there were no 
local ill effects even after 36 consecutive injections. If the 
fear that injection of calcium penicillin will cause necrosis is 
allayed, then manufacturers can concentrate on producing the 
calcium salt, which has two advantages over the sodium salt: 
(a) it is not affected by moisture and can be prepared as a 
powder for local use ; and (b) it can be manufactured in greater 
concentration than the sodium salt. 


Clinical Results 

The results which are summarized below cover the period 
from January to June, 1944, and much of the work was 
experimental, with searching for the proper technique. We 
had at our disposal about 700,000,000 units of penicillin. It 
is not possible yet to state the number of wounded men who 
received treatment with penicillin, but it must run into several 
thousands. Of the over-all benefit that ensued there can be 
no doubt. Apart from the general diminution in the infection 
rate, and the probable effect of that on subsequent mortality, 
we can recall many instances where the man’s life was 
beyond question saved solely because this drug was available. 
Detailed reports of some of the investigations are being 
prepared by the surgeons concerned, and will be published soon. 


Soft-tissue Wounds 


There was general agreement among surgeons that the wounds 
in Italy became more quickly infected than did those in the 
Middle East, and an untreated 24-hour-old wound might already 
show pus formation. Nevertheless, provided proper surgery 
had been performed at the C.C.S., the wounds looked clean 
when they arrived back at the forward base hospitals. On 
the other hand, it is possible that they would not have stood 
up to the longer line of evacuation we used to have to contend 
with. Staphylococcus aureus was the predominant organism. 

Penicillin was not used routinely in the forward areas in 
soft-tissue wounds because the supplies were reserved for more 
serious casualties ; but when it was used there was no altera- 
tion in the existing technique of wound treatment, except that, 
in place of sulphanilamide powder, penicillin-sulphathiazole 
powder was insufflated throughout the wound like a hoar-frost 
(5,000 units per gramme ; average amount, 2 g.). Prior to this 
the wound was carefully trimmed or excised and left open; 
and there was fortunately no tendency on the part of surgeons 
to neglect surgery and rely too much on penicillin. If this 
is appreciated by surgeons then there is everything to be gained 
by making use of the proper combination of surgery and 
penicillin, for the knife alone cannot get rid Of infection. We 
have no concrete evidence from Italy to show that on arrival 
at the base those wounds which had been previously insufflated 
with penicillin-sulphathiazole powder were cleaner than any 
others, though favourable impressions were formed by many 
surgeons. (In a previous series of battle casualties during the 
Sicilian campaign we found that of the wounds excised and 
insufflated with penicillin at the C.C.S. level exactly 50% 
showed no growth on culture when they arrived with dressings 
undisturbed at the forward base hospital five days later.) 

At the base hospitals early secondary suture was performed 


‘as a routine, and this was made possible by the short line- 


of evacuation, whereby in less than 10 days from wounding 
the case arrived at a base hospital where he could be retained. 
The first dressing was usually done in the operating theatre, 
and if the wound was suitable for suture the patient was 
forthwith given pentothal anaesthesia and operation was 
performed. 

The technique of penicillin administration in secondary 
suture became fairly standardized: (1) for superficial wounds, 
if clean—a single insufflation of penicillin-sulphathiazole powder 
and suture; (2) for dirty superficial wounds—preliminary 
insufflations once daily for two days, then suture over a third 
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insufflation ; (3) for sinuses, and perforating wounds where the 
powder could not reach—suture with fine rubber tubes and 
instillations of 3 c.cm. (250 units per c.cm.) down each tube 
daily for 4 days. In all three types practically no excision was 
done except to freshen the skin edge and remove a loose tag. 
The powder was at a strength of 5,000 units per gramme, but 
latterly equally good results seemed procurable at base hospitals 
using 2,000 units per gramme. While the powder method was 
simple and almost always successful, there was a tendency, 
as the surgeon became more experienced, to use tubes and 
instillations if he wanted to make assurance doubly sure in 
a difficult case. On the other hand, tubes and instillations were 
often followed by Gram-negative pus, which seemed to become 
more common as the weather got hotter. Gram-negative pus 
was not noticeable with powder alone. 

Here are three examples of series of suture at general 
hospitals : 

1. Lieut.-Col. J. J. M. Brown.—68 superficial wounds were 
sutured with sulphanilamide with 23% of failure. 110 comparable 
wounds were sutured, with one insufflation of penicillin-sulpha- 
thiazole powder; there were no failures. 108 wounds regarded as 
unsuitable for suture by pre-penicillin standards were sutured with 
penicillin with 17% of failures. ’ 

2. Lieut.-Col. R. W. Hendry.—‘ Insufflation:—170 cases of soft- 
tissue wounds capable of secondary suture or skin-graft were treated 
with penicillin-sulphathiazole powder. In practically all these cases 
a 100% wound-healing was obtained. Jnstillation:—25 cases were 
trcated by instillation—mostly large shell-wounds of buttock or thigh. 
Some 70% were healed in 10 days, the remainder being left after 
10 days with superficial healing wounds. The average stay in 


hospital of these cases before being sent to convalescent depot or - 


discharged to duty with healed wounds was 40 days. Without 
penicillin these would have been ‘90 days + ” cases.” 

3. Lieut.-Col. F. H. Bentley.—256 wounds sutured or grafted with 
local penicillin with 95% success. The average stay in hospital of 
61 penicillin cases was 21 days; the average stay of 200 contrasts 
was 34 days. In wounds with skin loss, 10 to 14 days old and 
bacteriologically infected, Thiersch grafts were applied successfully 
after 2 to 3 days’ preliminary insuffiation. In two cases rotation 
flaps were swung down to cover large defects into the knee-joint. 
A useful technique with skin defect was to do partial suturing with 
tubes and instillations: after 4 days there was less oedema and 
tension, and the wound could then be sutured complete or grafted 

1% Neutral Proflavine-Sulphathiazole Powder.—A trial ot 
this powder was made in soft-tissue wounds, and the general 
impression of surgeons was favourable—“ not quite as good as 
penicillin-sulphathiazole powder, but definitely better than sul 
phanilamide powder.” It took 4 to 5 days’ insufflation to pre- 
pare an infected wound for suturing, as against 2 to 3 days 
with penicillin. Its main place is in superficial wounds; and 
it has also been found effective in clearing up Gram-negative 
infection. There is evidence that this powder can necrose 
on a fresh surface (as against a granulating surface). Four 


wounds were seen covered with a thin black film, giving rather | 


a mummified appearance. With calcium penicillin in short 
supply it seems reasonable to encourage surgeons at base hos- 
pitals to use proflavine-sulphathiazole for surface wounds and 
sodium penicillin solution for deep wounds; and to reserve 
calcium penicillin for fresh wounds at the C.C.S. level. 


Chest Wounds 


In the ordinary way about 33% of penetrating chest wounds 
go on to empyema formation, through infection of the haemo- 
thorax. Penicillin has a big place in the management of the 
haemothorax or the established empyema, but to obtain the 
results it can give demands the greatest skill in getting the 
drug to the right part. Local instillation into the pleural 
cavity is the method of choice, and is combined with systemic 
therapy only when the patient has a large empyema and is 
very toxic. Systemic therapy alone is not enough, as the drug 
does not get through the barrier on the pleura in sufficient 
concentration. The principal difficulties of getting the drug to 
the part are due to loculation and clotted haemothorax, so 
that patient aspiration is always, and open operation sometimes, 
necessary. 

In the forward areas, after closing the sucking wound, the 
surgeons sometimes instilled 15,000 units of sodium penicillin 
in 15 c.cm. aq. dest. At the base hospital (Lieut.-Col. A. L. 
d’Abreu and Major J. Litchfield) 60,000 units were instilled 
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after every aspiration, which was usually every 2 to 3 days. 
The 60,000 units were dissolved in 30 to 60 c.cm., depend- 
ing on the size of the cavity. If operation was necessary the 
drug was instilled down the drainage-tube, which was then 
clipped off for 6 hours. The intrapleural instillation of penicillin 
produced a high concentration, which persisted for 48 to 72 
hours, and there was no doubt that the instillations had a 
dramatic effect on the bacteria in the pleural cavity. In estab- 
lished sepsis, rib-resection and drainage were often rendered 
unnecessary, even in staphylococcal empyema. A certain num- 
ber’ still required rib-resection or intercostal drainage, though 
the convalescence was made easier. The worst complication 
was the broncho-pleural fistula which kept reinfecting the cavity 
and usually ended fatally. A lesser complication was the antici- 
pated one of Gram-negative pus; staphylococci, streptococci, 
pneumococci, and clostridia were eradicated, but Gram-negative 
pus from pyocyaneus and coliform organisms remained in the 
cavity. Among the most satisfactory cases to treat were the 
huge chest-wall wounds, which were safely sutured even in 
the presence of infection. 


Open Fractures 

The aim with all severe fractures was to get them set up 
and started on a course of penicillin within 14 days of 
wounding and before infection had become firmly established. 
In the forward areas the wounds were excised and penicillin- 
sulphathiazole powder insufflated. At the base the patient 
was started at once on a systemic course, and after being 
“ penicillinized ” for 24 hours the wound was trimmed again, 
when necessary, and partially sutured. Fractures of femur were 
treated by skeletal traction and Thomas splint ; other fractures 
by closed plaster. The course of penicillin extended from 5 to 
10 days (500,000 to 1,000,000 units): 15,000 units 3-hourly intra- 
muscularly for the first three days; thereafter at 4-hourly 
intervals. The wounds were left undisturbed for 21 days, and 
the decision whether to-continue penicillin after the 5-day 
course depended on memory of the degree of wound inflam- 
mation at the time of operation, and the patient’s general 
condition. After 3 weeks, if the case was not going well, the 
organism present was tested for sensitivity to penicillin, the 
wound reassessed and drainage improved, and further penicillin 
given. 

Among battle casualties the commonest serious problem from 
the point of view of infection is fracture of the femur. We 
were anxious to know what proportion of fractured femurs 
became chronically infected under corditions existing in Italy, 
and for this reason studied 70 open fractures of the femur 
being treated by standard methods at an orthopaedic centre 
(Major R. J. Furlong and Major J. M. P. Clark). Estimating 
that a sinus down to bone was the best indication of some degree 
of infection, it was found that at 8 weeks after wounding 36% 
were still open fractures, and that by 12 weeks the figure had 
come down to 23%. These are figures of. patients who sur- 
vived or did not require amputation (see below). At the 
same time a similar number of femurs were treated by the 
same surgeons with penicillin and partial suture (average 
800,000 units), and the; figures at 8 weeks and 12 weeks were 
no better than the contrasts. This rather disappointing result 
was due to difficulty jn maintaining adequate drainage of the 
Gram-negative pus and autolytic products, and to occasional 
internal manipulations that penicillin seemed to justify. How- 
ever, there was no doubt that major sepsis was prevented, as 
shown in the following Table. 


140 Open Fractures of Femur 








| No. | 3 — Deaths Amputations 
Contrasts ee RY 6 (86%) 6 (86%) 
Penicillin oy 70 1 (1-4%) 2 (3%) 
(Due to concomitant (Both for useless legs 





and not for sepsis) 








| cerebral lesion) 





A certain number of femurs will always require amputation 
when the defect is such that an artificial leg is a better propo- 
sition and when there is a major vascular injury. But cer- 
tainly few of these patients, if any, should die from. infection 
if the organisms they are harbouring are sensitive to penicillin. 
At another orthopaedic centre, which was able to concentrate 
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attention on a smaller number of cases, Major R. J. B. McEwan 
and Capt. J. G. Bickerton treated 12 femurs by partial suture 
and conservative fracture methods, and an average of 540,000 
units of penicillin. Nine were firmly closed and epithelized 
by 12 weeks, and three showed minor residual infection. All 
were united. 

Many open fractures of other bones were treated with peni- 
cillin, but the results were not studied systematically. Suture 
was usually not attempted in the fractured tibia, but most of 
the others healed well when partially sutured. The systemic 
course of penicillin seemed beneficial in most cases. A trial 
has been begun of instilling large doses locally to the fracture 
site, with promising results. 


Knee-joints 

Penetrating wounds of the knee-joint do extremely well if 
treated conservatively, with or without penicillin. Seventeen 
were treated in the forward areas by insufflation of penicillin- 
sulphathiazole powder, and 17 with sulphanilamide powder. 
One in each series ultimately became septic. In contrast. to 
this good prognosis in knee wounds as a whole, it may be said 
that when the joint does develop an acute arthritis it is an 
extremely serious condition and there is a place for penicillin. 

Eight grossly infected knee-joints settled down most satis- 
factorily, in three cases with already actively functioning joints 
at the time of writing (8 weeks). We believe that local instil- 
lation is the method of choice in lesions confined to the knee- 
joint or with minor associated fracturing of femur, tibia, or 
patella. The joint is opened, washed out with saline, and the 
capsule closed round a thin rubber tube. The skin is partially 
sutured. Five to ten c.cm. of penicillin solution—250 units 
per c.cm.—are instilled twice daily for about four days, and the 
tube is then removed. Alternatively, the joint can be washed 
out and then closed completely, being filled with penicillin 
solution before final closure. In a few days it can be aspirated 
and refilled if necessary. Systemic therapy, or the combination, 
is indicated if there is gross fracturing round the knee, and 
when the toxaémia is profound. 


Amputations 


Twelve infected amputation stumps healed fairly well when 
treated with tubes and instillations. Better results were obtained 
in eight stumps when the patient was given a short systemic 
course. We advised 24 hours’ systemic penicillin before per- 
forming a deliberate operation, followed by a further 2 to 4 
days’ therapy. In the case of the lower leg, when the decision 
is made to amputate for a septic or crushed foot it is the prac- 
tice in war surgery to amputate through the lower third as a 
precautionary measure. Later on, the leg has to be re-amputated 
at the site of election. With penicillin controlling infection it 
proved possible to perform definitive amputations, though this 
treatment was entrusted only to experienced surgeons. 


Gas Gangrene 


Encouraging results were obtained in this condition, which 
hitherto has carried a mortality of 50% in Italy. The treatment 
we recommended was threefold: 


(1) Radical surgery—excision of muscle, or amputation if necessary. 

(2) Gas-gangrene antiserum—49,500 units 1.V. at operation (poly- 
valent antiserum, 27,000 welchii, 13,500 septicum, 9,000 oedematiens), 
followed in 6 to 8 hours by a further 49,500 units if no clinical 
improvement, and repeated again when necessary. 

(3) Penicillin systemically—25,000 units of sodium penicillin at 
operation, and a 3- to 5-day course of 15,000 units 7.M. 3-hourly— 
i.e., 120,000 units a day. (Average 380,000 units.) 

It is advisable to have the antiserum and penicillin circulating in 
the blood before operation, but in the event this was seldom done. 


Thirty-three cases were treated on the above lines and 12 
died (36%); 5 of the 33 patients were adjudged too ill for 
surgery, and all died quickly. The other 28 patients had the 
full treatment of surgery, antiserum, and penicillin, and 7 
died (25%). The deaths of these seven men were due in 
three cases to fulminating toxaemia for which our resuscita- 
tion, antiserum, and penicillin were inadequate, and in four 
cases to late secondary effects such as bronchopneumonia and 
renal failure. All of these 33 cases were examples of true 
gas gangrene (clostridial myositis) with massive involvement 
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of muscle, and the predominant pathogen-was Cl. welchii. 
They provided convincing evidence that penicillin can arrest 
the progressive myositis, but that, nevertheless, radical sur- 
gery is still the main factor in treating the disease. 


Penetrating Wound of Abdomen 


It was not felt that there was any special indication for 
penicillin in penetrating abdominal wounds, for it seemed to us 
that the deaths were due to physiological reasons rather than 
to sepsis. Infection of the abdominal wall is an indication of 
an infective element, and is also a bad prognostic sign as 
regards late deaths (14 to 28 days). A few such cases were 
treated by a short systemic course with decided improvement. 


Head Wounds 


The percentage of scalp and brain wounds that heal by 
primary union has always been a high one when operation 
is performed at special neurosurgical units. In Italy, with 
greater infectivity of the terrain, this standard tended to 
deteriorate whenever penicillin was in short supply, but was 
maintained when penicillin-sulphathiazole powder (5,000 units 
per gramme) was insufflated to surface wounds and into depths 
of brain. In brain abscesses tubes and instillations formed 
the method of choice. 5 


Maxillo-facial Wounds ; Eyes; Burns 

Wounds of the face have hitherto been allowed to heal 
spontaneously, and at a later date the scar was excised. With 
the use of penicillin-sulphathiazole powder many face wounds 
have had primary suture. The resulting scars were admirable, 
and even if they were not the men were enabled to return to 
duty and to have cosmetic surgery performed at leisure. 

Satisfactory results were obtained in cases of corneal ulcers 
and abrasions, and conjunctivitis, by 2-hourly drops of sodium 
penicillin, 1,000 units per c.cm. aq. dest. In 50 cases no 
staphylococcal, streptococcal, pneumococcal, or gonococcal 
infection remained after 48 hours of. instillations. Infected 
eye-sockets were treated by local penicillin; panophthalmitis 
by a systemic course. Blepharitis responded to an ointment 
of 500 units per gramme of soft lanette wax (25% lanette wax 
in water). 

Penicillin-sulphathiazole powder insufflated on to the burned 
area and covered with tulle gras proved a most excellent 
dressing for burns. It was not employed frequently, because it 
used up too much powder. 

This was the basis of a report submitted to the D.G.A.M.S. by 
the Penicillin Control Unit, Central Mediterranean Force. We wish 
to thank the Director-General for permission to publish this report. 
We are also grateful to Major-Gen. L. T. Poole (Director of 
Pathology), Major-Gen. D. C. Monro (Consultant Surgeon), Brigadier 
Hugh Cairns (Consultant in Neurosurgery), and Sir Howard Florey 
(Honorary Adviser in Pathology to the Army) for advice and help 


in our investigation; and to the administrative and medical officers 
of the R.A.M.C. for their full co-operation. 
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It is the experience of all Nerve Injury Centres that cases are 
admitted in which there have been delay in diagnosis and 
errors in early treatment that have gravely prejudiced the sub- 
sequent usefulness of the limbs affected. One of us (A. B. H.), 
for example, has been responsible for the records of cases 
admitted to-a Nerve Injury Centre in the Middle East; the 
interval after wounding before an associated nerve injury was 
recognized is given in the accompanying Table. From these 
figures it is obvious that the methods commonly used in inves- 
tigating limb injuries soon-after wounding often fail to indicate 
paralysis of one or more of the principal nerves to limbs. 
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Interval after Injury at which the Presence of a Nerve Lesion was 
recognized 








Interval in Weeks after Injury 




















Nerve Under1 | 1to4 | Over4 | 
Week Weeks Weeks Totals | 
{ 
Arm 
Radial =a < $4 i! 8 4 23 
Median .. aa af - 15 5 6 26 
a ey a” 29 12 5 | 46 
Two or more nerves... = 15 2 1 18 
Other lesions ea 1 — 1 2 
Leg 
Sciatic .. 5 bs - 15 2 1 | 18 
Lateral popliteal and branches 12 4 11 ay 
Medial popliteal and branchés 6 3 2 11 
Other lesions wae eS — 1 — 1 
Totals .. 104 37 31 | 172 
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The importance of stressing the need for paying special | 
attention to the early treatment of nerve injuries is indicated ; 
by the observation that of 132 cases of nerve injury in the | 
upper limb 61 showed a varying degree of contracture or stiff- 
ness of the joints of the fingers. In most of these this disability | 
was due to the effects of nerve injury only and not to associated | 
injury of muscles in the forearm. As will be mentioned later, | 
the maintenance of full range of movement of joints and ten- 
dons is the first consideration in the treatment of cases of 
nerve injury in the upper limb. 

The methods of examining cases of nerve injury have been | 
fully described in the M.R.C. War Memorandum No. 7, 1942 | 
—“ Aids to the Investigation of Peripheral Nerve Injuries”; | 
but surgeons who have to treat battle casualties in forward 
areas may find useful a description of a few selected tests which | 
they can apply quickly to cases of limb injury while the patient | 
is lying on a stretcher. The most common trick movements | 
are also given. ( 


Rapid Methods of Examination Suitable for Use in Forward | 
Battle Areas 


In most instances the tests needed to demonstrate the integrity | 
of the principal nerves of a wounded limb take less than 
60 seconds to apply, and the expert can do the essential tests 
in less than 30 seconds. When there is nerve injury, however, 
the tests to locate the lesion may take a further few minutes. 
If the injuries have caused severe loss of consciousness or pro- 
found shock it may be necessary to postpone the examination. 


Muscle Tests.—The examination of voluntary action of the muscles 
is the most accurate method of quick diagnosis, as a few of the | 
muscles supplied by each nerve can be tested in a very short time. ' 
The patient is asked to carry out specific movements against resis- 
tance or to maintain posture against resistance (which need be only | 
slight), while, where possible, the muscles contracting or their 
tendons are observed and palpated to confirm beyond all doubt that | 
the muscles are contracting. The latter part of the test prevents > 
deception by trick movements. Wasting of denervated muscles is a | 
useful guide in chronic cases only. Testing the electrical reactions | 
is of no value in early cases, and is seldom necessary for diagnosis | 
in chronic cases. i 


Sensory Tests—The examination of sensation provides valuable | 
confirmatory evidence of the muscle tests, but takes more time, is | 
difficult to carry out in a severely wounded patient, and as a rough 
preliminary test is less reliable than the motor examination. It is | 
obvious that only the simplest sensory tests can be used in severely ? 
injured patients. In this connexion the following principles are | 
worthy of note: 

(a) In the majority of cases testing of sensation in the peripheral 


portion of the limb, in the hand or foot, is the essential part of the | 


— 


' 


examination. 

(b) The patient can often himself accurately describe and map out | 
any area of anaesthesia. 

(c) Sensory tests should be directed first towartls demonstrating , 
the integrity of the main nerves. For example, in the upper a 
attention to the palmar aspect of the index and little fingers will 
test the median and ulnar nerves, while in the lower limb sensation , 
over the dorsum and sole of the foot depends on the lateral and | 
medial popliteal nerves (or their branches) respectively. 

(d) Testing with the point of a pin is usually the most usefill 
method, but the stimulus must be vigorous when testing over the 
thick skin of the palm and sole. Testing for light touch is often 
best done by stroking the skin lightly with the finger, as a wisp 
of cotton-wool is useless on thickened skin. 
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Sweating Functions.—In peripheral nerve injuries there is anidrosis 
of the anaesthetic skin areas. When there is general sweating due 
to heat or shock the dryness of these areas is very obvious and 
provides a useful objective clinical sign. 

Reflex Changes.—Reflex changes provide valuable confirmatory 
evidence in some cases; for example, there is loss of the biceps-jerk 
and supinator-jerk in injuries of the upper brachial plexus, loss of 
the knee-jerk in interruption of the femoral nerve, and loss of the 
ankle-jerk in medial popliteal nerve palsy. 


Wounds of the Upper Limb and Shoulder Girdle 


Radial Nerve.—In wounds of the upper arm causing radial 
paralysis complete wrist-drop is very obvious provided that 
movement at the wrist is free. The ability of the patient to 
maintain the mid-position of the wrist and extension at the 
metacarpo-phalangeal joints against gravity or resistance (Figs. 
1 and 2) excludes gross damage to the radial nerve’in the 
upper arm or to the posterior cord of the brachial plexus. 
Paralytic wrist-drop is distinguished from flexion contracture 
or spasm by the resistance to passive dorsiflexion in the latter 
condition (Fig. 3). 


In wounds of the forearm in its proximal half it becomes 
more necessary to test individual muscles supplied by: the radial 
nerve, such as the extensor digitorum and the extensors of the 
thumb. These are quickly thrown into activity by extension of 
the metacarpo-phalangeal joints while the interphalangeal joints 
are flexed to exclude action of small muscles of the hand 
(Fig. 2). The tendons of the muscles concerned stand out 
clearly during contraction. The tendons of the extensor carpi 
ulnaris and abductor pollicis longus can also be felt when 
these muscles act. It should be noted that in wounds of the 
distal half of the forearm an apparent drop-wrist cannot 
possibly be due to nerve injury, as the muscular branches arise 
high in the forearm. 


Location of Radial Nerve Damage.—Where paralysis of 
more distal muscles supplied by the radial nerve (extensors 
of thumb, digits, and wrist) is demonstrated, it is desirable, 
as in all nerve injuries, ta attempt to locate the lesion by 
examining those muscles supplied from the nerve at a more 
proximal level, It is convenient to study the muscle supply 
from below upwards. If there is complete wrist-drop the 
extensor carpi radialis is paralysed, and the next muscle to 
test is the brachioradialis, which normally stands out clearly 
on even a Slight effort of flexing the elbow against resistance. 
More proximally the lateral, medial, and long heads of triceps 
may be tested respectively by palpating these muscles during 
attempts to extend the forearm. It should, of course, be noted 
that severe injuries may make it impossible to do more than 
carry out the first part of the examination—namely, the testing 
for wrist-drop. 


Sensory testing is of relatively little importance in radial 
lesions, but a small area of analgesia can usually be demon- 
strated on the dorsum of the hand between the metacarpals 
of the thumb and forefinger. It should be noted that the 
dorsal cutaneous nerve of the forearm is the first branch of 
the radial nerve, from which it arises at an even higher level 
than the branches to the triceps. Where this nerve is injured, 
either through very high radial lesions or after it has left the 
radial nerve, an area of anaesthesia is found over the back 
of the forearm and dorsum of the hand. 


Trick ‘movements in radial paralysis are: (1) extension of the thumb 
by the abductor pollicis brevis; (2) extension of the interphalangeal 
joints by lumbricals and interossei; (3) extension of fingers by flexion 
of wrist when extensor tendons have become shortened by prolonged 
splinting. 


Median Nerve.—In wounds of the upper arm, injury to the 
median nerve is easily recognized by the resulting paralysis of 
many of the forearm flexors. The overlapping of the ulnar 
nerve supply is the only possible cause of error, and can be 
avoided by testing flexion of the index finger, which is always 
a pure median movement (Fig. 4). The flexor carpi radialis 
can also be easily tested by palpating the tendon at the wrist 
during attempts to flex the wrist (Fig. 5). The sensory dis- 
turbances in median paralysis are very definite, and are con- 
stantly present on the palmar aspect of the index finger. Loss 
of sweating over this finger is also evident. 





In wounds of the forearm the median nerve is» examined 
primarily by studying the muscles and skin of the hand. The 
one muscle of the hand which is constantly supplied by the 
median nerve alone .is the abductor pollicis brevis, and the 
method of testing this should be carefully studied. The most 
reliable method is to palpate the muscle (Fig. 6) during strong 
abduction and extension of the thumb against resistance. 

The sensory loss, which is most pronounced over the index 
finger as described above, is especially important in confirming 
the diagnosis of medial injury in the forearm or wrist. 


Trick movements in median paralysis are: (1) unusually good 
finger flexion by the ulnar nerve supply ; (2) abduction of the thumb 
by the abductor pollicis longus combined with opponens pollicis 
when the latter is partly under ulnar control; (3) flexion of the wrist 
by the abductor pollicis longus (radial nerve) when there is complete 
median and ulnar paralysis. It is then, however,. invariably com- 
bined with radial deviation. 


Ulnar Nerve.—When the ulnar nerve is divided in the upper 
arm all the muscles supplied by this nerve are paralysed. Of 
the forearm flexors supplied, the flexor carpi ulnaris is the 
easiest to test. On attempting to abduct the little finger strongly 
this muscle contracts to fix the pisiform, and its tendon can be 
felt to tighten at the wrist (Fig. 7). Weakness of flexion of the 
terminal phalanx of the little finger (flexor profundus) and the 
characteristic ulnar deformity of the little and ring fingers are 
also useful signs. There are many methods of testing the small 
muscles of the hand supplied by the ulnar nerve. The first 
dorsal interosseous muscle may be accurately tested by 
palpating the muscle while the index finger is abducted against 
resistance. In ulnar paralysis the little finger lies slightly 
abducted and cannot be adducted to press against the ring 
finger. Fig. 8 illustrates a quick method of testing the first 
dorsal interosseous and abductor digiti quinti at the same time, 
while the adductors can be tested as in Fig. 9. For these. tests 
to be accurate the fingers must not be allowed to extend or 
flex at the metacarpo-phalangeal joints. The sensory dis- 
turbances are, easily demonstrable, especially over the little 
finger, where there is loss of sensation on the palmar surface. 
There is also loss of sweating over the little and ring fingers. 

When the ulnar nerve is divided in the forearm the examina- 
tion of the hand, as with the median nerve, is the first 
consideration, as has been mentioned above. 

-The sensory disturbances have already. been described, but 
one fact must be added—namely, that the dorsal cutaneous 
branch which supplies the back of the little (and ring) finger 
leaves the ulnar nerve at about the junction of the middle and 
lower thirds of the forearm. As a consequence of this, injury 
distal to this level will not affect sénsation of the back of the 
little finger. 


Trick movements in ulnar paralysis are: (1) unusually good flexion 
of the little finger by median nerve supply; (2) abduction of fingers 
through the action of the extensor digitorum; (3) adduction of 
fingers through the action of the flexores digitorum. 


Wounds of the Shoulder Region, Upper Thorax, ‘and Neck 


Where there is a possibility of injury to the brachial plexus 
and its shorter branches, such as musculo-cutaneous and axillary 
nerves, the examination of the supply of the radial, median, 
and ulnar nerves should be carried out first. Then, if the 
local conditions permit, the contraction of the biceps, deltoid, 
spinati, and other shoulder-girdle muscles should be tested. The 
detailed examination of these plexus injuries is outside the 
scope of this paper, but it should be noted that the site and 
extent of plexus injuries can usually be determined by the 
application of anatomical facts to the clinical findings. 

One interesting trick movement at the shoulder is occasion- 
ally seen in cases of complete deltoid paralysis, the patient 
being able to abduct the arm with apparently normal strength 
and vigour through the action of the supraspinatus and the 
clavicular portion of the pectoralis major. 


Examination of the Upper Limb when a in 
Plaster-of-Paris 
When the injuries have already been treated by the saiilites 
tion of plaster-of-Paris to the forearm and wrist examination 
is restricted, but the integrity of the radial, median, and ulnar 
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nerves can usually be determined in spite of this disadvantage. 
As will be briefly referred to later, a forearm-and-wrist plaster 
should extend only to the middle of the palm, to avoid stiffness 


4 of the metacarpo-phalangeal joints, and if it has been applied 


more distally than this it should be trimmed without delay. In 
such a plaster the extensores digitorum can be readily tested 
by the method already described (Fig. 2), which eliminates 
the extending effect of the small muscles of the hand. The 
upper median nerve can be tested through attempts to flex 
the index finger, but in the more distal injuries to this nerve 
sensory testing and anidrosis must be relied on. With regard 
to the ulnar nerve, flexion of the terminal phalanx of the 
little finger can be tested, and for the more distal injuries most 
of the tests described above for the small muscles of the hand 
can be carried out, as can the sensory tests. 


Lower Limb 


The function of the principal nerves to the lower limb can 
be quickly examined. 

Femoral Nerve.—The quadriceps group can be tested either 
by instructing the patient to “tighten his knee-cap”’ while the 
muscles are palpated, or by a slight voluntary effort to raise 
the heel from the bed ; this immediately throws the quadriceps 
into contraction. In complete 


In wounds of the sciatic nerve in the gluteal region and 
upper thigh the gluteal muscles and the hamstrings require 
individual testing, but this is rarély practicable on first examina- 
tion. 

Method of Recording Nerve Function 


_A record of nerve function soon aftér*injury is of great 
importance, but unfortunately may take more time than the 
examination. It is obvious that if nerves are exposed in the 
wound the position in which they are seen and their condition 
—whether severed, bruised, or apparently intact—must always 
be recorded. An apparently intact nerve may temporarily lose 
all power of conduction. In the recording of clinical tests 
negative as well as positive observations are highly important. 

If time permits, a modified muscle chart greatly adds to the 
value of the record, especially where there is paralysis. A 
chart such as the following, for example, would be useful in 
a case of radial nerve damage in the lower third of the 


upper arm: 
Median nerve nb oe ra + 
Ulnar nerve .. ee ne a S ie aa 
Radial nerve—triceps =o 
Brachioradialis nil 
Ext. carp. rad. nil 
Ext. digitorum nil 


The code, which consists in 





femoral paralysis the knee- 





jerk is absent. 
Sciatic Nerve.—Conduction 
in the sciatic nerve is first 


tions of its two divisions—the 
medial and lateral popliteal. 
Medial Popliteal and _ its 


are tested by plantar flexion 
of the foot and toes against 
resistance. This movement of abductor pollicis brevis. 
when the foot is encased in 
plaster (Fig. 10). The sensory 
loss is over the sole of the 


strongly against resistance. 


toes—the latter can also be 
tested with the foot in plaster 
(Fig. 11). It should, however, 
be remembered that the peri- 
pheral parts of the toes are 


palpation. 
tion shown. 


lateral popliteals, and that, in 
consequence, lesion of one 
nerve may give rise to only 
‘impaired sensibility in this dis- 
tribution. The anidrosis of the 


loss with foot in plaster. 








LEGENDS FOR FIGURES 


Fic. 1: Radial Nerve.—Testing dorsiflexors of wrist. 
Fic. 2, Radial Nerve.—Test for extensor digitorum. 


Fic. 3: Radial Nerve-—Method of testing for flexion 
contracture as a cause of wrist-drop. 


Fic. 4: Median Nerve.—Test for finger flexion, with 
special attention to index finger. 


Fic. 5: Median Nerve.—Test for: flexor carpi radialis. 
Fic. 6: Median Nerve.—Palpating the contraction of 


Fic. 7: Ulnar Nerve.—Test for flexor carpi ulnaris: the 
tendon is felt to contract when the little finger is abducted 


Fic. 8: Ulnar Nerve.—The fingers are strongly abducted 
against resistance while contraction of the first dorsal 
interosseous and abductor digiti quinti is confirmed by 


Fic. 9: Ulnar Nerve——The patient is instructed to 
abduct his fingers while the examiner’s hand is in the .posi- 


Fic. 10: Medial Popliteal Nerve-—Method of testing 
flexors of toes with foot in plaster. 


Fic. 11: Medial Popliteal Nerve.—Testing for sensory 


Fic. 12: Lateral Popliteal Nerve-—Method of testing 
extensor digitorum and extensor hallucis longus. 


using the figures 0 to 5 for the 
strength of muscle contraction, 
is especially useful; but it is 
not so suitable for acute 
cases, as a recently wounded 
man cannot be expected to 
contract his muscles strongly. 
Disturbances of sensation and 
sweating should be described 
briefly. It may be emphasized 
that even brief records such as 
the above are of great value in 
the subsequent treatment of 
the case, as they will enable 
a later recorder to ascertain 
whether the condition is 
improving spontaneously or 
whether it is remaining un- 
changed, or whether delayed 
palsies are occurring, due to 
complications or pressure from 
plaster, etc. 


Early Treatment 


Upper  Extremity,—Exces- 
sive splinting has done untold 
harm during the war, especi- 
ally through its effect in caus- 














It 
should be noted that wounds 


of the lower part of the leg and foot which injure the posterior 
}tibial nerve or its terminal cutaneous branches cause anaes- 


thesia, analgesia, and anidrosis of the sole of the foot without 


}paralysis of the long flexors of the toes. Analgesia of the sole 
4of the foot is always a serious disability and, if incomplete, 
}may be associated with causalgic pain. 
Fthis disability is therefore a serious though common error. 


Failure to recognize 





Lateral Popliteal and its Branches.—Paralysis of the lateral 
popliteal nerve causes complete drop-foot, which is very 


‘obvious owing to the patient’s inability to maintain the foot 

#2 a position of dorsiflexion after it has been passively -moved - 
finto this position. 
the calf muscles as a source of the drop-foot. 


This method of testing excludes spasm of 
The sensory 
loss covers a large part of the dorsum of the foot and lateral 
aspect of the leg. With the limb encased in plaster, dorsiflexion 


of the toes provides a useful indication that the nerve is not 
‘ysevered (Fig. 12). 


4 





The musculo-cutaneous branch of the lateral popliteal nerve 
supplies the evertors (peronei) and most of the sensory supply, 
While the anterior tibial branch supplies the remaining dorsi- 


Biexors of foot and toes and a small area of skin between the 


hallus and the neighbouring toe. 





ing stiffness of the-joints of the 
hand. Plasters applied to the 
forearm should not extend beyond the middle of the palm of the 
hand, so that the metacarpo-phalangeal joints remain free. In 
radial palsy the fingers should never be supported by rigid 
splinting, as this quickly cayses irretrievable damage to the 
finger-joints. The traditional view that paralysed muscles should 
be kept constantly in a position of relaxation should be dis- 
carded, and it is not now practised in Nerve Injury Centres. 
Light removable splints are used, and at least once daily are 
taken off so that joints can be passively moved. 


In the forward surgery of nerve injuries it is best to make 
no attempt to support paralysed arm muscles except by using 
a sling, provided that the patient is warned not to allow the 
affected muscles to be overstretched. The need for splinting 
can be decided upon when the case reaches a Nerve Injury 
Centre. It is, however, highly important that, where possible, 
the patient be instructed to maintain the range of movement 
of joints, especially those of the finger, either by active or by 
passive movements. This prevents the condition of “frozen” 
hand, which quickly leads to a damaging vicious cycle as 
follows: Hand kept immobile —> joints become stiff -—> hand 
becomes painful —> patient even more unwilling to move hand, 
etc. Early movement of joints and active use of the injured 
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limb are, when possible, the best treatment for the paralysed 
muscles, and prevent the development of painful stiffness and 
various forms of neurotic hesitation in using the limb. In high 
median lesions passive flexion of the index finger is especially 
important to avoid stiffness of this finger in extension. In 
wounds of the brachial plexus the use of a sling and a soft 
pad in the axilla, if the deltoid is paralysed, combined with 
regular movements, is all the treatment of the resulting 
paralysis required during the first two or three weeks until 
the case reaches a special centre. 

Lower Extremity——The early treatment of injuries to the 
nerves of the lower extremity consists simply in maintaining, 
if possible, the range of movement of the joints. The only 
support likely to be required is for drop-foot, and, unlike that 
of the upper extremity, this palsy should be supported as soon 
as possible. A cradle should be used to relieve the pressure 
of bed-clothes and to allow movement of the limb. If the 
sole of the foot is anaesthetic it must be protected from injury, 
and when there is sufficient recovery to allow walking it is 
important to provide only well-fitting light boots without irregu- 
larities of the sole. The patient should be told of this need to 
protect anaesthetic skin from both injury and burns. 

Finally, as with all traumatic war surgery, it must be stressed 
that attention to the morale of the patient is most important. 
As the medical officer has little time to give individual attention 
to cases of nerve injury, much depends on the massage depart- 
ment. The well-handled man is obviously keen to overcome 
his disability as much as possible. He moves the joints with 
vigour and confidence, and maintains the maximum use of his 
injured limb. 

Summary 

Quick neurological methods of examining wounded limbs for nerve 
injury, suitable for use by surgeons in a forward battle area, are 
described and illustrated. 

Simple methods of recording are given. 

In early treatment the dangers of splinting the fingers are 
emphasized. Early active or passive movement is valuable. Con- 
tinual full relaxation of paralysed muscles is harmful. 


Our thanks are due to Col. R. A. Broderick, D.S.O., M.C., for 
permission to refer to cases in No. 27 General Hospital. 








ACUTE HAEMOLYTIC ANAEMIA 


REPORT OF A CASE PRESENTING HITHERTO 
UNREPORTED FEATURES 
BY 
J. P. CURRIE, M.D. 
Royal Infirmary, Glasgow 


- 


The purpose of this paper is to record a case of acute haemolytic 
anaemia occurring in a male adult, showing the rare phenomenon 
of auto-agglutination* and the possible presence of both an 
autohaemolysin and an autohaemolysinogen. 


The Literature 


It is outside the scope of this communication to review the 
whole of the literature relevant to this rare type of anaemia— 
a task which has been recently completed by Dameshek and 
Schwartz. Nevertheless a brief summary of the growth of our 
knowledge of this syndrome would appear to be a satisfactory 
point of departure. 

Credit for the recognition of haemolytic jaundice as an entity 
apart from liver or bile-duct disease must be given to Hayem 
(1898) and Minkowski (1900). No further progress was made 
until 1907, when Chauffard demonstrated that in cases of chronic 








* Autohaemolysin:—A haemolysin which is capable of acting 
against the blood corpuscles of the animal in whose serum it circu- 
lates. Auto-agglutinin:—An agglutinin which is capable of agglu- 
tinating the blood corpuscles of the animal in whgse serum it 
circulates. Jsohaemolysin:—A haemolysin capable of acting against 
the blood corpuscles of an animal of the same species. J/so- 
agglutinin: —An agglutinin in the blood serum of an individual 
which is capable of agglutinating the blood corpuscles of another 
animal of the same species. In humans these include the agglutinins 
which correspond to .the well-known agglutinogens: A, B, and the 
Rh factor. (Thesé definitions are in accordance with Ehrlich’s 
lateral-chain theory.) 
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hereditary acholuric icterus with splenomegaly the erythrocytes 
were abnormally fragile in hypotonic solution. Between 1907 
and 1914 several authors—e.g., Widal, Abtrami, and Brulé— 
described a type of acholuric jaundice without a hereditary factor 
and occurring either alone or in the course of various diseases, 
These cases they called ‘‘ acquired haemolytic icterus.”” About 
the same time Chauffard, Troisier, and Vincent (1908) described 
a third type of case differing from the other two in that an iso. 
haemolysin was present in the serum of their patients during 
the height of the disease: these cases they called ‘* haemolysini¢ 
icterus.”’ Cases of these three types were then subdivided according 
as to whether they ran an acute, subacute, or chronic course, 
It is interesting, in view of the case herein reported, to note that 
in 1912 Roth described a case of haemolytic icterus in which 
the blood serum contained an auto-agglutinin and an auto 
haemolysin. He put forward the view that ‘‘ haemolysinic” 
was an unjustifiable term, and claimed that the haemolysis was 
the result of an abnormality of the circulating erythrocytes 
Wide controversy now raged, and gradually the existence of a 
acquired type of haemolytic icterus was gravely doubted. 

Interest in the condition was then apparently lost until 1925 
when Lederer “‘discovered’’ his acute haemolytic anaemia. h 
spite of the fact that his cases were identical with many-previously 
reported, they were accepted as examples of a ‘‘new”’ disease, 
His paper made no mention of isohaemolysins or auto-agglutinins; 
indeed, these phenomena seem to have remained forgotten until 
Davidson’s paper in 1932. 

It is a matter of no small difficulty to discover how many case 
of acute haemolytic anaemia have been reported, the chief diff- 
culty lying in the fact that these cases have been described unde 
many titles—e.g., ‘‘atypical anaemia,’”’ ‘‘atypical perniciou 
anaemia,’’ ‘‘acute pernicious anaemia,” and so on. Agaif 
many of the cases described as ‘‘acute’’ have a history which 
might be regarded as indicative of an exacerbation of a subacut? 
or chronic disease. Dameshek and Schwartz, in their excellent 
review (1940), list 107 cases which they consider are entitle 
to the term ‘‘acute haemolytic anaemia.”” I am _ convinced 
that, even here, considerable leniency has been shown by th 
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compilers. Th 
The aetiology of many haemolytic anaemias is well known titto. 
e.g., bacteria (streptococci), protozoa (malaria), and chemical A 
(phenylhydrazine). In the majority of cases, however, the ca hile 
is unknown; but, broadly speaking, two schools of thoughig mom, 
have grown up, thus: (1) that the haemolysis is due to the preseng§ few | 
in the serum or tissues of a haemolysin for the patient’s Owlg recov 
erythrocytes—i.e., an autohaemolysin; (2) that the haemolysig iost 
is the result of normal wear and tear, in the circulation, on abnormag @tten 
(exceedingly fragile) erythrocytes. Present opinion favout ans 
Hypothesis 1, and this would appear to be justified by the natu iy 
of the marrow reaction alone, since it is unlikely that a marrow gjy) | 
which is injured or deficient could respond so well to the deman@ then 
made of it by the anaemia. temp 
muco 
Iso- and Auto-haemolysins jaund 
Isohaemolysins were first demonstrated in a haemolytic staf ten 
in paroxysmal haemoglobinuria. Here the haemolysin was show conta 
by Donath and Landsteiner (1905) to be activated by cold am depo: 
to act subsequently at room temperature. Their presence Ble 
later demonstrated in several cases of acute haemolytic anaemig 309 9 
by a number of investigators: Dameshek pointed out that althoug§ test, 1 
free circulating haemolysins could not be found in every casi many 
that did not rule out their possible presence within the bodg granu 
tissues, and Troisier (1910) and Lieberman and Fenyvessy (191] spher 
offered the explanation that a haemolytic amboceptor becaf of d 
fixed to the erythrocytes, which were thus rendered sensitive gga 
the addition of complement. atte 
While the discovery of isohaemolysins is indicative of a, 
possible or even probable aetiology of the disease, it cannot hay “ie 
such significance as the discovery of autohaemolysins; thet Ald 
however, have rarely been demonstrable, and then only und@ j. | 
abnormal conditions—e.g., at ice-box temperature. The existem@ temp 
of isohaemolysinogens has not been reported. L 
Auto-agglutinins _ 
Widal and many other early investigators commented on f cag 








concurrence of auto-agglutination in cases of acute acqui 
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haemolytic jaundice. They even claimed that this phenomenon 
was constant in these cases and of diagnostic value. These 
observations, like those of isohaemolysins, were quickly forgotten, 
and remained so until rediscovered by Giordano and Blum in 
1937. Altogether about 8 cases showing auto-agglutination have 
been described, but it should be noted that it was rarely searched 
for in the other reported cases. 





That there is a close relationship between iso-agglutinins and 
isohaemolysins has long been recognized. The relationship is, 
unfortunately, too close for easy investigation, for if the agglutinin 
titre of a serum is high the agglutination which occurs is so dense 
as to make haemolysis impossible, or at least difficult, even when 
the isohaemolysin titre is high. All attempts at differential pre- 
cipitation of the two factors have so far failed. 


The most recent contribution to our knowledge of haemolytic 
anaemia and its aetiology has been made by Dameshek and 
Schwartz. They gave graduated doses of guinea-pig erythrocytes 
to rabbits and thus obtained from the recipient animals a hetero- 
philic haemolytic serum (for guinea-pig corpuscles). They then 




















1. administered this serum to healthy guinea-pigs and, by varying 
. a the amount given, were able to produce various types of haemolytic 
nia. Ing syndrome, thus: 


VIOUS 

disease, 
utinins; 
on until 


1. Large dose Fulminating haemolytic anaemia with 
haemoglobinuria 
Acute haemolytic icterus (or anaemia) 


Subacute haemolytic anaemia 


2. Moderate dose .. 
3. Small dose 


They also observed that any of the various types of blood picture 
ly case obtained in clinical cases could be produced in the same way, 
ef diffg thus: 

i unde 1. Spherocytosis 


2. Increased erythrocyte fragility 


MICIOUS 3. Reticulocytosis 

ee 4. Pseudomacrocytosis, etc. 

Ww. Ph 

eal They deduced that, in view of the close resemblance of the experi- 
«celled mental and the clinical anaemias, the various syndromes occurring 
entitled! (" the latter were chiefly due to the amount of haemolysin present. 
nvinced 


Case Report 


The patient was a man aged 37, married, and employed as an 
engineer. His previous health was excellent. . Inquiry into his family 
history produced no relevant data. 


At 7 p.m. on Oct. 31 he suddenly and without warning felt faint 
while walking to his work. He had seemed perfectly well until that 
moment, and thought that the faintness would pass off. After a 
few steps he was forced to sit down by the roadside, and there 
recovered a little. Immediately he got up again he collapsed and 
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molysi§ iost consciousness. On regaining consciousness he attracted the 
norm: attention of a passer-by and was assisted home. His doctor, on 
favoul being summoned, noticed that the patient was jaundiced. Next day 
» nate the jaundice was deeper and he had haemoglobinuria, but the stools 


were normal. When seen by his doctor on Nov. 2 the patient was 
still more deeply jaundiced, very ill, and disorientated. He was 
then sent into hospital. On admission he was very confused; 
temperature 102° F., pulse 114, respirations 22. ‘His skin and 
mucous membranes were lemon-yellow, but, in addition to the 
jaundice, pallor was striking. Physical examination revealed no 
abnormalities other than extreme weakness, a thready pulse, and a 
tender spleen just palpable beneath the costal margin. The urine 
contained haemoglobin and a large amount of haemoglobinous 
deposit. No bilirubin was present—i.e., acholuric jaundice. 
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ice WA Blood.—Hb, 15%; R.B.C., 900,000; W.B.C., 25,000; platelets, 
inacms 300,000; M.C.V., 90 c.u; icteric index, 34; W.R., negative; Hess’s 
Ithoug® test, negative ; Ehrlich-Morgenroth test, negative. _Blood film showed 
ry cas™ many normoblasts, some erythroblasts, marked immaturity of the 


granulocytes, and a few myelocytes and: premyelocytes. Micro- 
spherocytosis was obvious. A noteworthy feature was the presence 
of degenerative cytoplasmic granules within 80 to 90% of the 
granulocytes. 
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Sternal Marrow.—Marked hypercellularity. Reaction predomin- 

of antly erythroblastic, with many normoblasts and reticulocytes. Slight 
increase in myelocyte and premyelocyte numbers. 


ot ha' a : 

tha Serum Haemagglutinins and Haemolysins—The appearance of 
ee auto-agglutination made typing for transfusion purposes difficult— 
vietd Le., the patient’s serum agglutinated his own corpuscles at room 
n 


temperature. This difficulty was overcome in ‘two ways: 


a Since the auto-agglutinin was independent of the ordinary iso- 
agglutinins the patient’s serum could be tested against group A and 
group B-corpuscles. This was done, and both were agglutinated, 






on fl 


had “ panagglutinating ” properties. Tested. against normal group O 





Suggesting that either the serum was from a group O patient or it - 


corpuscles, no agglutination took place, showing that the former 
hypothesis was correct. 


2. The blood for typing was received into citrate solution at body 
temperature. The agglutination tests were made on warm slides, 
and thus the auto-agglutinin, which acts at temperatures below that 
of the body, was kept inactive. In this way the patient’s cells were 
found to contain neither A nor B agglutinogen. 


The haemolytic properties ofthe patient’s serum were next 
investigated, thus: 
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: a molysi 
Test Agglutination eee cp an 
Ady Te oe 3 eee ae ssh wd + | + 
2.Ps+Ac .. aa a 3% : ~ 
ote wn a % Be + | 4 
4. Ps + Oc a | - 
a Ps (heated Pa 60°C.) + ; + | a 
6. Ps (heated to oC) ~ rk +C : + 
7.Ps+Oc+X $ ~ Unknown ~ 
8. Rs + Re _ | 7 
9. Rs + Pc “+ “4 
10.Ps+Re .. - - 
11. Rs + Ro +X + | Unknown 
| 








P = Patient during illness. R = Patient after recovery. A = Group A. 
B = Group B. O = Group O. ‘s = Serum. c = Cells. X = Cellular fraction 
obtained by washing and crushing “‘ P ”’ cells. 


Deductions 

1. Granted that the patient is of group O, the agglutination of 
cells of groups A’ and B is clearly due to the presence in the patient’s 
serum of the ordinary iso-agglutinins. 

2. The auto-agglutination which is present at room temperature 
is due to an auto-agglutinin which acts in the absence of complement 
(see test 5 in Table). 

3. The associated haemolysin requires the presence of complement, 
although the amboceptor itself is heat-stable (see test 6). 

4. Sensitivity to the agglutinin can be transferred to normal group 
O cells by allowing them to stand in the filtrate of the patient’s 
crushed, washed erythrocytes. Whether or not the cells are rendered 
sensitive to the haemolysin ‘is not known, as obviously the prepared 
group O corpuscles are suspended in a haemoglobiniferous fluid 
(see test 7). 

5. The phenomena of auto-agglutination and autohaemolysis dis- 
appear with recovery of the patient, and that this is due to an 
alteration in his corpuscles and not his serum is shown by tests 
8 and 9. 

6. The patient’s corpuscles, after recovery, can be made sensitive 
to the auto-agglutinin once more by treating them as in deduction 
4 above. Again, however, it cannot be stated whether or not 
haemolysis of the treated cells occurred. 

7. The results demonstrate: (a) an auto-agglutinin, an auto- 
agglutinogen, and an autohaemolysin; and suggest the presence of 
(b) an autohaemolysinogen. 

Aetiology.—The results obtained by these investigations elucidate 
the mechanism but not the aetiology of the anaemia. The presence 
of degenerative granules within such a large number of the 
granulocytes is highly suggestive of a circulating toxin (Mendell 
et al., 1936)—not necessarily of bacterial origin. 

Treatment.—One pint of whole citrated group O blood was given 
on the fourth day after admission. A mild transfusion reaction 
oc urred, but without any grave symptoms. From this time 
onwards the patient made an uninterrupted recovery. 


Comment 


I do not regard this as evidence of Lederer’s reported dramatic 
response to one blood transfusion, since I am of the opinion that 
if the patient had not already begun to improve—haemoglobinuria 
had disappeared—at least the disease had limited itself by the time 
of transfusion. Further, it has frequently been shown that several 
transfusions are required in many of these cases, while in a few 
they prove altogether useless. In the latter group some cases 
have shown response to splenectomy, and this has led Dameshek 
and others to regard the-spleen as the site of production of the 
haemolysin. 

Summary 

A brief survey of the growth of our knowledge of acute 

haemolytic anaemia is given. 


The possible causes are discussed, especially the role of 
haemolysins. 

A case of acute haemolytic anaemia is reported which showed 
auto-agglutination and autohaemolysis at room temperature. 
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The reactions of the patient’s serum and cells during and after 
the disease are described. 

The presence of a heat-stable auto-agglutinin and auto- 
haemolysin and an auto-agglutinogen is demonstrated. 

The presence of an autohaemolysinogen is suggested. 
_ Changes in the granulocytes are reported and their aetiological 

significance is indicated. 


I wish to thank Dr. J. W. Macfarlane for 
this report, and Dr. George Will, 
in the investigation of the case. 


1 rmission to publish 
resident physician, for his help 
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TYPHUS FEVER IN GREAT BRITAIN 
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Physician, E.M.S., Scotland 
AND 


WwW. B. KYLES, M.B. 
Consulting Clinical Pathologist, E.M.S., Scotland 


Typhus fever is rare in this country, and in everyday practice 
is seldom considered in the differential diagnosis of pyrexia of 
uncertain origin. This might have unfortunate consequences at 
the present time when numbers of people are arriving here 
having travelled under conditions of war from districts where 
the disease is endemic or epidemic. The following report of a 
single case is therefore of topical interest and may serve as 
a useful reminder that typhus fever may make an unexpected 
appearance. : 
Case History 

The patient, a man aged 24, was one of 19 men admitted to 
hospital on the evening of Jan. 5, 1944, from sick quarters on board 
ship. They had embarked on Dec. 20, 1943, from an area in which 
typhus was prevalent and all had been taken ill on the voyage. 
“‘ Influenza ” had been prevalent, and a number of the men, includ- 
ing the patient, had acute respiratory infections. The only available 
history of the case was as follows: Dec. 31: complained of head- 
ache, cough, and general muscular pains; temperature 102°. 
Jan. 1: progress satisfactory. Jan. 2: temperature, pulse, and 
respirations normai. Jan. 3: temperature 99°. Jan. 4: T. 101.2°; 
P. 80; R. 20. Diagnosis—bronchitis. 

On admission the patient looked toxic and complained of severe 
headache, sore throat, and cough. He had a sharp rigor, and 
collapsed before being put to bed.. On examination he was flushed ; 
there were muco-pus in the nose and throat, definite bronchitis, slight 
general adenitis, and slight neck rigidity. There were healed scars 
of desert sores on both hands. No abnormality was found in any 
of the other systems. Temperature 103°; pulse 84; respirations 22. 
The subsequent course of events may be briefly summarized: 

Jan. 6.—Temperature range, 100.4° to 103.4°; pulse 100; respira- 
tions 30. Patient flushed; conjunctivae injected; tongue dry and 
coated; non-adherent exudate on throat; slight adenitis; bronchitis 
less marked. Throat swab negative for C. diphtheriae, haemolytic 
streptococci, and Vincent’s organisms. Leucocytes 12,800 per c.mm. 
—neutrophils 62%. No malaria parasites seen in film. 

Jan. 7—T. 102° to 103°; P. 110; R. 30 to 40. Patient drowsy, 
restless, and irritable; increased neck rigidity; respirations irregular ; 
more intense bronchitis but no definite bronchopneumonia ; moderate 


albuminuria; hearing impaired; slight injection of both tympanic 
membranes. 

Jan. 8.—T. 101° to 102°; P. 110; R. 40 to 50. General condition 
deteriorating; meningism; respiration of Cheyne-Stokes type; more 
definite evidence of bronchopneumonia. Urine: albuminuria, 
occasional granular casts. Blood: leucocytes 13,000 per c.mm.— 
neutrophils 90%. Cerebrospinal fluid: clear, pressure 220 mm. 
H.O; protein 30 mg. per 100 ml., chlorides 690 mg. per 100 ml, 
sugar 65 mg. per 100 ml.; no organisms seen. Widal test—com- 
patible with previous T.A.B. inoculation. 

Jan. 9.—T. 99.4° to 105°; P. 120; R. 40 to 50. General condi- 
tion unchanged. A sparse macular rash, comprising some 20 spots 
in all, on the flanks and anterior aspects of the shoulders was seen 
for the first time. The macules were 2 to 3 mm. in diameter, dusky 
red in colour, and did not entirely fade on pressure. 

Jan. 10.—T. 101° to 102°; P. 120 to 130; R. 40 to 50. General 
condition and rash unchanged. More definite evidence of broncho- 
pneumonia. Weil-Felix reaction reported positive. 

Jan. 11-13. —T. 99° to 101°; P. 100 to. 110; R. 40. Patient much 
quieter but still very drowsy; sleep disturbed by. occupational 
dreams; appreciable loss of flesh. 

Jan. 14-15.—T. 97° to 99°; P. 80 to 90; R. 30 to 40. Progressive 
improvement. 

Jan. 17.—T. normal; P. 80; R. 20. 

The subsequent course was uneventful apart from a voracious 
appetite. 

Treatment was symptomatic except for 12 g. of sulphapyridine 
given between Jan. 7 and 9. Liberal. amounts of bland fluids, 
glucose, and sodium chloride were given throughout the illness. 
Oxygen and cardiac stimulants were not required. 











Weil-Felix Reactions—Blood. sera were examined on three 
occasions; the following titres were obtained: 
Date Type OX 19 | Type OX 2 | Type OX K 
10/1/44 1: 4,000 1: 125 | 1:25 
15/1/44 1 : 12,800 1: 400 i 3.23 
21/2/44 1: 6,400 1: 400 i 4-25 








The maximal titre, 12,800 v. OX 19, thus occurred about the end 
of the second week of illness, as is usual in epidemic typhus. Five 
weeks later, when last estimated, this titre was 6,400. No significant 
reaction was obtained against B. proteus OX K. No antityphus 
vaccine has been given. B. proteus suspensions used were supplied 
by the Standards Laboratory (M.R.C.), Oxford, agglutinability being 
standard throughout. 


Discussion 


The incubation period of typhus fever is rarely less than 8 days; 
it is usually 8 to 13 days, but may be 20 days or even longer (Rogers 
and Megaw, 1942). Though infection might have occurred on 
board ship, it probably took place before embarkation on Dec. 20, 
either from a louse-bite or from infected formites. A third possible 
source was by droplet infection (Pole and Bensted, 1943). Presum- 
ably formes frustes and abortive and ambulant cases occur in typhus 
as in other fevers. 

The rash appears on the fourth or fifth day. It was not seen in 
this case until Jan. 9, which suggests that the first day of the 
invasion period was Jan. 4 or 5. By this reckoning the earlier fever 
may have been due to a prodromal state (Harries and Mitman, 1940) 
or to “influenza,” which, as stated above, was prevalent. On the 
other hand, the high-titre positive Weil-Felix reaction on Jan. 10 
favours an onset as early as Dec. 31. 

Diagnosis was rendered difficult by the reported normal tempera- 
ture on Jan..2, by the apparent delay in appearance of the rash and 
its scanty indefinite character, and by the absence of disproportion- 
ate tachycardia in the early stages. Other misleading features were 
the presence of membrane in the throat and the adenopathy. The 
decisive stages in reaching a correct diagnosis were: first, the 
recognition of typhus fever as a possible cause of the illness; 
secondly, the appearance of the rash; and, thirdly, the positive Weil- 
Felix test. The fact that the rash does not always appear renders 
the first of these all-important. 

Precautionary measures taken in hospital included the shaving of 
the patient and the disinfestation of his clothing and that of the 
other men from the same ship. Contacts were quarantined, and 
were inspected for lice on two occasions at an interval of seven 
days. No lice, bites, or scratches were found on the patient_or om 
any of the contacts. Pathological specimens, especially blood, weré 
carefully handled. In view of the possibility of droplet infection 
all attendants were masked and gowned. Typhus vaccine was not 
given to contacts or attendants in view of the time necessary to 
establish immunity and also because of possible undesirable effects 
if administered during the incubation period. 

None of the other patients developed a positive Weil-Felix 
reaction. ' No secondary cases occurred locally or, so far as is known, 
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elsewhere in the country. This may be regarded as fortunate in 
view of the wide dispersal of other passengers and the crew of the 
ship. 

Summary 


A case of typhus fever occurring in this country is described. 


The importance of including typhus fever in the differential ° 


diagnosis of pyrexia of uncertain origin is stressed. 


We are indebted to the Department of Health for permission to 
publish this report. 
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TETANUS AFTER HEAD INJURY IN 
IMMUNIZED SUBJECT 
BY 
WALPOLE LEWIN, MSS., F.R.C.S. 
Captain, R.A.M.C. 


(From a Military Hospital for Head Injuries) 


AN 


At a time when the results of active immunization against 
tetanus are coming under review, the following case seems 
worthy of record. Five days after a penetrating head injury 
the patient developed tetanus and died, despite the fact that 
he had received active immunization and the standard 3,000 
units of A.T.S. one hour after the accident. The source of 
the infection and the clinical picture presented, in combination 
with the results of a severe brain injury and a meningitis, are 
also of interest. 
Case History 

A pilot aged 23 was involved in an aeroplane accident on April 10, 
1943. He was landing a bomber and crashed into another aero- 
plane which was on the runway. His head was thrown forwards on 
to the control panel and he lost consciousness. The aircraft were 
jammed together but were little damaged; the pilot remained in his 
seat. He had multiple facial wounds, which were cleansed and 
sutured at the station, 3,000 units of A.T.S. being given one hour 
after the accident. Tetanus toxoid had been given on Feb. 16 and 


Feb. 20, 1940, but none since, so far as could be ascertained from 


the documents. 


On admission, 18 hours after the accident, the patient was severely 
confused and had a slow bounding pulse of 48 a minute. Numerous 
small sutured wounds were present on the face, but just below the 
left eye was a punctured wound 1/4 in. in diameter, and a probe 
passed in about 1 in. encountered jagged bone edges. There was 
severe bruising around both eyes and moderate swelling of the face. 
The left eye was a little proptosed; with subconjunctival haemor- 
rhages and chemosis; there was also a partial third and a complete 
sixth nerve palsy. The tone of the right arm and leg was slightly 
increased, and the right plantar response was extensor. There was 
no neck rigidity, and Kernig’s sign was negative. 

A radiograph of the skull showed that a large foreign body had 
entered through the left cheek. and was lying intracranially. From 
its position it appeared that it had passed through the frontal lobe 
and must be lying very close to, or actually in, the frontal horn of 
the left ventricle. 

Treatment.—Immediate operation was performed by Major P. B. 
Ascroft under pentothal anaesthesia. The entry wound in the left 
cheek was enlarged’ and numerous small bony fragments and wood 
splinters were removed. The large foreign body was seen at the 
bottom of the wound, and was easily removed with forceps. It 
proved to be a rectangular piece of wood 10 by 0.8 by 0.8 cm., 
painted on three sides. Bleeding ceased spontaneously and the 
wound was left open, a gauze drain impregnated with sulphanilamide 
powder being inserted. Culture from the wound grew Staph. albus 
aerobically and anaerobically. Sulphathiazole was given intra- 
venously and later by mouth, a blood concentration of 9 mg. per 
100 c.cm. being reached. Three days after operation the tempera- 
ture rose to 100° F. and the patient developed a little neck rigidity 
and a positive Kernig sign. Lumbar puncture showed a C.S.F. 
pressure of 290 mm., with 128,000 red cells and 3,600 white cells 
(66% polymorphs) per c.mm. The disproportionate number of 
white cells, with the polymorphonuclear preponderance, indicated 
a meninyitis, although the culture was sterile. The following day 
the neck rigidity increased and the patient developed attacks of fine 
tremors in both legs lasting for a few minutes at a time; the C.S.F. 
now grew Staph. albus on culture. Sulphadiazine was substituted for 
sulphathiazole, as he did not seem to be responding to the latter. 





On April 15 his mental condition was a little improved, but the 
tremors in his legs continued, and now affected his left arm. Since 
the accident the patient had only been able to open his mouth a 
little, owing to his facial injuries; but now the nurse noticed that 
it was becoming more difficult for him to open it to drink. In the 
evening he had a typical generalized tetanic spasm lasting about a 
minute and accompanied by marked neck retraction and cyanosis. 
Following this the tremors in his legs were more pronounced, his 
jaw remained very stiff, and his neck was thrown right back. The 
C.S.F. contained 2,400 white cells (60% polymorphs) per c.mm. and 
was sterile on culture. Tetanus was diagnosed, and 100,000 units of 
A.T.S. were given intravenously. A small dose of rectal avertin was 
employed to control the tremors, which were now almost continuous. 
His condition, however, deteriorated rapidly, the respirations mount- 
ing and the temperature rising to 105° F. He became comatose, and 
as this deepened so the neck rigidity passed off. He died in the 
early hours of April 16, six days after the accident. 


Necropsy.—A well-built young man. Facial wounds over left 
maxilla, right zygoma, and right side of chin. Bruising of skin from 
chin to clavicles. Track, containing blcod-clot and a few. flakes of 
white paint, leading from wound in left cheek along ventro-lateral 
borders of maxillary antrum and left orbit, and thence by an open- 
ing, 2 by 1 cm., in lesser wing of sphenoid to enter inferior surface 
of left frontal lobe. Detachment by fracture of left anterior clinoid 
process. Left optic nerve intact. Left third, fourth, and sixth nerves 
not demonstrably injured, but lying at margin of perforation at 
anterior end of cavernous sinus. Cavernous sinus empty. Altered 
blood in sphenoidal air sinus. Purple gelatinous clot in left posterior 
ethmoidal air cells and left maxillary antrum. No significant changes 
in other organs. 


Examination of the brain, after fixation, revealed slight purulent 
exudate in the leptomeninges at the base of the organ. On section 
the perforation in the left frontal lobe was continuous, with an ill- 
defined area, measuring 5 by 4 by 4 cm., of haemolytic softening 
which involved the ependyma of the left frontal horn and extended 
laterally to the island of Reil. A mass of clot, 2 cm. in diameter, 
occupied the centre of this area. The ventricular system contained 
fluid blood. The remainder of the brain was congested. 

Microscopical Examination.—The site of laceration in the left 
frontal lobe showed extensive ill-defined necrosis, with haemorrhage, 
fibrin filaments, and uneven purulent infiltration extending into the 
white matter. The adjacent fringes of leptomeninges contained 
thrombosed vessels and showed early fibroblastic proliferation, but 
little cellular infiltration. A few Gram-positive and numerous 
morphologically’ similar Gram-negative bacilli, interpreted as Cl. 
tetani, were present in the necrotic tissue. Over the right Rolandic 
area the leptomeninges showed stages in phagocytosis of extravasated 
red corpuscles by large mononuclear cells, accompanied by a few 
lymphocytes. Chromatolysis and karyolysis ‘affected some of the 
pyramidal cells. Similar meningitis, with a moderate amount of 
purulent exudate, was present over the midbrain and medulla 
oblongata. No organisms were observed in Weigert-Gram prepara- 
tions. The aqueduct contained a little pus. The nervous tissue of 
the brain-stem at these levels was not affected, save for chromatolysis 
and “ischaemic ”’ degeneration of occasional neurones. 

Bacteriology.—-Swab from depths of wound track grew Cl. tetani, 
Staph. albus, diphtheroids, and B. subtilis. Presence of tetanus con- 
firmed by positive virulence test on guinea-pig. Cl. tetani also 
isolated from the left ventricular fluid. 


Comment 


The thead is one of the less common sites for the develop- 
ment of tetanus. In ‘the last war the French incidence was 
4.7%, the German 4.2%, and the British 3.3%. In the present 
war, in’the Middle East up to the end of 1942, none of the 
18 cases reported by Boyd and MacLennan (1942) followed 
head wounds, and Eden (1943) and Ascroft (1943) encountered 
no instance in over 800 head wounds. Radley Smith (1942) 
reported 6 cases occurring in a London E.MSS. sector in the 
first two years of war; four of the cases had head wounds in 
addition to other injuries, but in only one was there a sugges- 
tion that the head wound may have been the source of 
infection, and no wound cultures were mentioned. 


Diagnosis.—In the present case the association of the results 
of a severe brain injury with a meningitis and tetanus provided 
an interesting problem in differential diagnosis. The fine 
tremor observed in the early stages of the illness was similar 
to those seen in some cases of ventriculitis, and may have been 
connected with the presence of blood in the ventricle, as was 
found at necropsy. In addition to the major spasm, the 
diagnosis of tetanus in the presence of meningitis was helped 
by the increasing jaw stiffness at a time when the swelling of 
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the face due to the local trauma was subsiding, and the gross 
neck retraction present in the later stages was out of propor- 
tion to the severity of the meningitis, and was becoming worse, 
although the cell content of the cerebrospinal fluid was 
diminishing and the culture had become sterile. 

As to the origin of the tetanus, it seems that spores must 
have been present in the wood splinter which had come off the 
control panel. Instances of tetanus arising from dirt carried 
in by splinters are well known, but in this case a careful 
check of the accident showed that at no time was there any 
ground contamination, and the wood when removed at opera- 
tion was quite free from dirt. In this connexion it is interesting 
to note that von Eiselsberg (1888) reported a case of tetanus 
arising from a wood splinter, and that two years later 
virulent organisms could still be grown from it. Pulvertaft 
(1937) investigated a fatal case of tetanus developing after 
hysterectomy, and drew attention to the frequency of virulent 
tetanus spores in cellulose wadding manufactured from wood 
and used for dressings. From his experiments, however, he 
concluded that the contamination occurred after the cellulose 
had been made, and was presumably due to the physical 
characteristics of the material. Fildes (1929) in a comprehen- 
sive account of the tetanus bacillus mentions unsterilized felt 
used in orthopaedic work and the wads from blank cartridges 
as other sources of infection. It is clear, therefore, that the 
spores can live in wood and wood fibre for a long time and 
constitute a potential danger. 


Immunization.—From all recent reports the value of active 
immunization combined with prophylactic A.T.S. at the time 
of wounding seems established. Bensted (1941) recorded not 
a single case in the immunized subject at the’ time of the 
Dunkirk evacuation, although 8 cases occurred among unpro- 

> tected personnel. In the Middle East, Boyd and MacLennan’s 
18 cases contained 5 which had had previous immunization, 
but none of these received prophylactic A.T.S. These authors 
pointed out that the protection afforded by active immunization 
had its limitations. There were two special groups of cases 
to be considered: the odd cases that did not seem to respond 
to the. routine two-dose method formerly employed in the 
Army ; and the cases of overwhelming infection with excessive 
toxin production usually attributable to inadequate surgical 
treatment of the wound. They concluded that a third dose 
of toxoid should be given, and a routine dose of antitoxin 
after wounding, and they stressed the importance of adequate 
surgical treatment of the wound. Radley Smith’s cases afford 
interesting collateral evidence. Both Service and civilian 
casualties were treated in this sector, and of the 7 cases 
reported six were civilians, and the one Service casualty had 
not received active immunization. All the cases, however, had 
received the customary 3,000 units of A.T.S. after injury, and 
Radley Smith concluded that one dose of A.T.S. did not 
prevent tetanus and that, following the E.M.S. recommendation, 
the dose should be repeated at weekly intervals for three weeks. 
McGill (1943), in reporting the case mentioned by Boyd and 
MacLennan illustrating the lack of response to active immuniza- 
tion, advised the giving of A.T.S. after wounding, to. cover 
such a contingency. -~Norman’s (1943) case affords .further 
evidence of the necessity for regular ‘maintenance doses of 
toxoid after the routine two doses at the beginning. 
Conclusion 

In the case here reported there is a very likely explanation 
. for the development of tetanus, The type of wound was ideally 
suited for the growth of the organism, and its nature and 
situation prevented a proper surgical cleansing of the wound. 
As shown at post-mortem examination, some necrotic material 
and blood-clot were present along the track. The 3,000 units 
of A.T.S. given were presumably inadequate to combat the 
toxin production, and no maintenance dose of toxoid had been 
received since the initial immunization in 1940. 

Considering all these cases together, the evidence strongly 
favours the present Army recommendation that active im- 
munization be produced by two initial doses at a six-weekly 


interval, followed by yearly maintenance doses; and that, - 


after wounding, 3,000 units of A.T.S. be given. Proper surgical 
treatment of wounds, whenever possible, is an essential factor 
in the prevention of tetanus. 


Ss 
* Eden, K. (1943). 


‘right side, facing forwards, between the two wheels. 


I wish to thank Dr. Dorothy S. Russell for the necropsy report, 
and Lieut.-Col. C. W. Greenway, R.A.M.C., for permission to publish 
this case. 
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Medical Memoranda 








Locked Twins 


As Eden and Holland gives a hisfory of locked twins as occur- 

ring in 1 in 90,000 deliveries, the following case seems worth 

recording 
Case RECORD 

The patient was a primipara aged 36. Twins had been diagnosed, 
and confirmed by radiograph; the first was lying as a breech, the 
second as a vertex. The patient was admitted to the maternity 
home on the afternoon of Feb. 22, 1944, with a history of pains 
since midday. These were good, and she was fully dilated at 8 p.m. 
Half an hour later a strong pain pushed the breech out as far as 
the umbilicus, and must at the same time have driven the head of 
the second baby through the brim and on to the neck of the breech 
baby. During the next half-hour pains were few and poor, then 
started to improve. Even with the poor pains the nursing staff had 
expected some advance, as the babies were 3 to 6 weeks premature 
and small (subsequent weighing showed that they were both 3 Ib.); 
and as this did not occur they sent for medical aid: 

On arrival I found that the breech baby had advanced as far as 
the axillae, but was dead. Per abdomen, one foetal head was found 
in the left iliac fossa, and the other could be felt to be engaged 
from the right. Manipulation of either head moved the breech, 
To obtain maximum relaxation for further examination, a general 
anaesthetic was given. 

The diagnosis of locked twins was confirmed per vaginam. The 
arms of the breech were easily delivered; the head of the second 
baby and the neck of the first were then found filling the upper 
part of the pelvic cavity, and in spite of the small size of the babies 
normal delivery would have been impossible. Per vaginam, the 
head was levered out of the pelvic brim while expert help pulled 
from the abdomen, manipulating the head into the right iliac fossa. 
The first twin was then easily delivered. The membranes of the 
second foetus were ruptured and the patient was allowed to come 
out of the anaesthetic. After a few good pains a living male child 
was born. The subsequent course of the delivery was normal; 
the twins were found to have been uniovular. 

Mary Love. M.B., Ch.B., D.P.H., 
Assistant M.O.H., Borough of Bexley. 


An Unusual Dislocation of the Foot 


The following is an account of a simple tarse-metatarsal dis 
location of the foot. According to Wilson and Cochrane (1928), 
pure dislocation at this joint without a fracture is very rare, 
The cause is most commonly direct violence from a run 
over accident: It can be caused also by the fall of a heavy 
object or by forcible flexion of the forefoot. The dislocation 
may involve all the metatarsal bones, and may be anterior ot 
divergent—e.g., lateral bones laterally, and vice versa. Bohler 
(1935), describing the injury, states that the dislocations of this 
joint are of many varieties. All the metatarsal bones may be 
dislocated inwards, upwards, outwards, or downwards—upwards 
and downwards being thé most common. Single metatarsals— 
usually the first and fifth—may be displaced separatély. Dis 
location of all the metatarsals plus the first cuneiform ‘has also 
been described in the older literature. 


Case REPORT 

The actual method of trauma in this case is interesting. The 
patient, a Royal Marine aged 38, was assisting to push a four 
wheeled gun-trailer weighing 10 tons, and was standing on the 
The ‘trailer 
was being pushed up a slight gradient, when it began to slip back 
wards, and the front wheel rolled slowly over his left foot, from 
the medial to the lateral side. The wheels had rubber, tyres. 
was seen within half an hour of the accident; the foot was already 
somewhat swollen, and a superficial wound, through the skin only, 
was present on the antero-medial part, as though the skin had beet 
split open. A radiograph showed, not the multiple fractures of. tht 
metatarsal shafts that were expected, but the picture seen in th 








accompanying figure. The cuboid and cuneiforms appear to have beet 
squashed together, and the base of the second metatarsal forced oul 
of its mortise. The metatarsals have been forced laterally, the fifth 
completely dislocated, the second, third, and fourth being subluxa' 
laterally to a lesser degree. The relation between the base of th 
first metatarsal and the first cuneiform is certainly abnormal, and 
it appears as though the metatarsal had been displaced below thé 
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cuneiform. The cuneiform clinically was very prominent on the 
medial side of the foot. The wound was cleaned under general 
anaesthesia, and sutured. The dislocation was reduced, with a click, 
by pressure medially on the base of the fifth metatarsal, and laterally 
on the first cuneiform, which was unduly prominent. A short 
unpadded leg plaster was applied, and the longitudinal and trans- 














verse arches were well moulded. A check radiograph was taken, 
which showed that the dislocation had been reduced and the bones 
were back in their normal alignment. After 12 days this plaster was 
removed, when the swelling, which had been considerable, was seen 
to have subsided. The wound was healed, and the shape of the foot 
appeared more or less normal. The stitches were removed and the 
leg replastered. Four weeks after the accident a walking-iron was 
apvlied, and weight-bearing allowed for the first time. At eight 
weeks the plaster was removed altogether and the patient did a 
week’s active exercises in bed. He was then allowed up. It is now 
about three months since the accident,.and he is walking quite well, 
but with a slight limp; he gets pain across the forefoot after much 
walking and at the end of the day. On examination there is full 
and painless movement at the ankle-joint, and inversion and eversion 
are practically normal. There is some flattening of the longitudinal 
arch; but this was present beforehand, and is also present in the 
other foot. 
COMMENT 


__ This is apparently a rare dislocation, probably explained in 
this case by the unusually gradual application of the weight to 
the foot, instead of the more sudden application when the 
vehicle is under its own power and travelling faster. This 
would most likely cause a fracture of the metatarsal shafts 
or, more rarely, a fracture-dislocation at this point, but very 
rarely a simple dislocation. With regard to the treatment, 
teduction was easy; but in greater degrees of dislocation, 
according to Bohler, traction has to be applied, and often con- 
tinued so as to keep the bones in position. This was quite 
unnecessary in the present case. Wilson and Cochrane advised 
prolonged immobilization in plaster. This is obviously neces- 
sary, as the ligaments will have been badly damaged. Even 
then the final prognosis may be a permanently painful foot 
with a flat arch, especially in a man of this patient’s age, 
although Boéhler states that if perfect reduction of the bone is 
obtained full usefulness of the foot will be recovered. 

I would like to thank Surg. Cmdr. W. H. Roberts, R.N.V.R., for his help 
and permission to publish this case. 


E. W. DorreLL, F.R.C.S.Ed., 
Surgeon Lieutenant, R.N.V.R. 
REFERENCES 
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GENERAL AND SPECIAL PATHOLOGY 


A Textbook of Pathology: General and Special. By J. Martin Beattie, 
M.D., D.Sc., and W. E. Carnegie Dickson, M.D., F.R.C.P.Ed. With the 


collaboration of A. Murray Drennan, M.D., F.R.C.P.Ed., and John 
Oliver, M.B., B.S. Fourth edition. (Pp. 1,368; illustrated. 84s.) 
London: Heinemann. 1943. 


This edition, the preparation of which was begun more than 
seven years ago, has been in page proof for over three years. Its 
publication in the face of many difficulties is a great achieve- 
ment, especially on the part of Dr. Carnegie Dickson, the 
principal author. 

The publication of the first edition of “ Beattie and Dickson ” 
in two volumes 34 years ago was a successful pioneer effort to 
provide students in this country with a sound, well-illustrated 
textbook. It upheld in no uncertain way the traditions of the 
Edinburgh school. It was widely read, and deservedly popular 
with the undergraduate student. During the unfortunately long 
gap of 18 years between publication of the third and fourth 
editions the book disappeared from the booksellers’ shelves 
It is now a pleasing duty to welcome it back again. Its reincar- 
nation, however, is of giant proportions; there is a truly 
‘astonishing quantity of information packed between its covers, 
and some subjects are treated with as much regard to detail 
as in the average monograph, or even more. It would be 
short-sighted, unwise, and unkind to recommend this edition 
to the average student reading for a qualifying degree in medi- 
cine. It has now become a reference book, and in this sense 
its success is assured. To the serious postgraduate student of 
pathology it will prove of immense service. He will find many 
parts of the book improved out of all recognition. There are 
new and well-balanced chapters embodying modern views on 
tumour formation, viral infection, vitamin deficiency, and the 
endocrine system. The section on the nervous system is ambi- 
tious in scope and brilliant in execution ; if published separately 
it would make a perfectly satisfactory textbook of neuro- 
pathology for the general reader. It may be that more oppor- 
tunities should have been taken to incorporate recent work on . 
disordered function and biochemistry where this is of patho- 
logical interest. This would conform with the highly commend- 
able modern tendency to narrow the gap between physiology 
and structural pathology. 


THE HUMAN FOOT 


By Frederic Wood Jones, 
25s.) London: Baillitre, 


Structure and Function as seen in the Foot. 
Sc., F.R.S., F.R.C.S. (Pp. 330; illustrated. 

Tindall and Cox. 1944. 

Some years ago Prof. Wood Jones wrote ‘a book entitled 
Principles of Anatomy as seen in the Hand, in which 
the detailed anatomy of the hand was used in a novel way 
as a text for generalizations on anatomical principles. His 
latest book, Structure and Function as seen.in the Foot, follows 
the same lines and is equally fascinating to read. Here we 
find no dull academic anatomy which, for instance, finishes 
with a muscle when it has described its origin and insertion 
with its nerve supply and mechanical action, but a living 
account of a muscle as it develops and functions in the body. 
As an example of the interesting manner of presentation which 
pervades the book may be mentioned the paragraphs on the 
arterial supply to the foot, showing how this varies from animal 
to animal dependent upon such factors as the torsion of the 
limbs and their usual functional posture. 

The chaos into which modern anatomical terminology has 
fallen is especially marked in the case of the foot, so that the 
author has found it necessary to include a chapter upon the 
subject, in which he suggests the use of the terms “ pre-axial ” 
and “ post-axial,” in place of the more usual “ medial” and 
“lateral,” to avoid ambiguity. 

There is a particularly good discussion of phylogeny and 
ontogeny in their relationship to the origin of the human 
characteristics of the foot. The author, who is opposed to 
what he terms the “ gorilloid” theory, which is advanced in 
the books of Morton and Lake, quotes from a letter by Pocock 
in the B.M.J. of April 4, 1942, denying the existence of a 
“ highland ” type of gorilla, a drawing of whose foot had been 
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introduced into an article by Lake. But whether or not there 
are two. forms of gorilla seems to make little difference to the 
main argument of the upholders of the “gorilloid” (an 
unsatisfactory term in view of its implications) theory, for the 
present-day anthropoids are more upright than any other 

rimates and so may surely be used, in comparison, to indicate 
the type of structural change in the foot which is associated 
with orthograde .progression. Nor would it appear to be as 
unreasonable as Wood Jones suggests to assume that a some- 
what similar setsof changes may in the past have occurred 
in the pre-human foot. However, the expression of such views 
makes the book all the more readable. 

In view of the controversy about the nature of the arches 
of the feet the chapter on this subject was read with lively 
anticipation. Wood Jones does not agree with the modern 
theory that the arches are transient postural structures; he 
reinstates the ligaments in their former important position as 
being at least equal partners with the muscles in maintaining 
the arches, but he emphasizes that the longitudinal arch is not 
rigid but is “plastic and mobile.” The diagram (Fig. 120) 
with which he reinforces his arguments is not, however, a fair 
representation of the contour of the various joints of the foot, 
nor will the comparison of the rigidity of the Chinese lady’s 
bound foot, which requires years of most painful restrictive 
compression, with the rigidity produced by the adoption of 
modern footwear commend itself to critical judgment. 

But if we have ventured to criticize certain points it is to 
show that this volume is much more than a mere textbook 
of the anatomy of the foot ; it is full of interest and sometimes 
provocation, and for these reasons it can be commended 
very highly. There are copious drawings, all in plain line 
figures, by the author himself, which ensures that they clearly 
illustrate the point and that their accuracy is unimpeachable. 


RECORDS OF OBSTETRIC CASES 


By D. Macmillan, obstetrical and gynaeco- 
(Pp. 140. 18s. 6d.) Christchurch, 


Obstetric Cases (First Series). 
logical surgeon, Christchurch Hospital. 
New Zealand: N. M. Peryer, Ltd. 


“It is my belief that the publication of short but accurate 
notes on obstetric cases is important.” With these words 
Dr. Macmillan opens his little book, and with them most 
readers will agree. The records of William Smellie have been 
a stimulus and an instruction to obstetricians ever since they 
were written. Dr. Macmillan has chosen 32 cases for inclusion, 
and has used these as texts from which to expound his views 
on obstetrics. Numerous interesting references are made to 
cases recorded by Dr. Lee; in fact, as much space is devoted 
to these as to the author’s own records, though the relationship 
between the two is not always apparent. In presenting his 
records Dr. Macmillan does not make easy reading of them. 
The names of colleagues for whom the patients were seen are of 
less importance than such fundamental data as. the condition 
of the patient, the nature of her pains, the degree of dilatation 
of the os, the exact presentation, etc. ; but important omissions 
are common. Facts and opinions are mixed in a disconcerting 
manner, which creates the impression that there is no logical 
approach to an analysis of the problem involved in each 
instance. This lack of sequence is further revealed by the 
arrangement of the book as a whole. It would not be difficult 
to group the cases in a more orderly fashion, and by so doing 
avoid repetition of comment and opinion. 
From his records it is apparent that Dr. Macmillan has had 
a considerable obstetrical experience, and his honest presenta- 
tion of failure is refreshing. None the less the reader is on 
occasion left with an uneasy feeling that the cause of the 
unsatisfactory result has not been always correctly diagnosed. 
An all too obvious tendency to resort to Caesarean section 
is apparent throughout the book: section for eclampsia, section 
for breech presentation, even section for hydrocephaly. .In 
discussing maternal deaths in his “failed forceps” cases the 
author compares his results with those published by Miller 
of Edinburgh, and states, “In my small series there were five 
maternal deaths, none of which died of ‘sepsis,’ two died of 
post-partum shock, one died of pneumonia, and two died from 
peritonitis following Caesarean section.” It is difficult to 
understand just what the author means in a statement such 
as this. Eclampsia results are bad—54 maternal deaths in 229 





cases—and the suggestion that there are too many associated 
accessory factors to draw conclusions from these results is not 
very convincing. This little book contains much of interest and 
something of value, but it could not be recommended as an 
obstetric guide. 








Notes on Books 


Volume XXVIII, for the year 1942, of Papers of the Michigan: 


Academy of Science, Arts and Letters is published in Ann Arbor 
by the University of Michigan Press, and in London by the Oxford 
University Press (28s.). The 700-odd pages of this volume are 
grouped in sections under the headings—botany, forestry, zoology, 
geography, geology, anthropology, folklore; history and _ political 
science, language and literature, medical science, philosophy. The 
short medical section comprises three papers: one on a case of 
anuria caused by the toxic action of sulphapyridine on the kidneys, 
by Raymond W. Monto; recent studies on the epidemiology of 
tularaemia, by Joseph H. Shaffer; and a note on the use of plasma. 
pheresis experiments as an index of the efficacy of blood substitutes, 
by Kenneth W. Warren and Henry N. Harkins. 

The Nature and Treatment of Mental Disorders, by Dom T. V. Moore, 


reviewed in the Journal of Feb. 19 (p. 257), will be issued in this country 
on July 3, price 2ls., by William Heinemann Medical Books, Ltd. 
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VINYL-* PORTEX ” TUBING 


Major H. L. THoRNTON, R.A.M.C., anaesthetic specialist in a 
maxillo-facial surgical team, writes: 


Recent developments in acrylic resin and co-polymen 
suggested their possible application as a _ substitute for 
rubber in the composition of Magill’s endotracheal tubes, 
The advice and co-operation of Dr. S. A. Leader and Portland 
Plastics, Ltd., were sought, and experiments were initiated with 
extruded tubing of plasticized polyvinyl chloride and acrylic, 
After some initial difficulties had been overcome samples of 
tubing made of this plastic material were submitted to me for 
clinical test in an Army maxillo-facial surgical unit, and after 
fairly extensive trial I am satisfied that a vinyl acrylic resin 
tube can be produced that appears in every way as satisfactory 
as one made of rubber, and possesses over the latter material 
certain important advantages. These advantages may be sun 
marized as follows : 

1. There is no limitation of supply of the constituents necessary 
for the production of polyvinyl chloride. 

2. The substance appears to withstand repeated boiling without 
deterioration. 

3. It is not affected in any way by oily lubricants. 

4. It appears to be inert to ether, chloroform, cyclopropane, and 
most strong antiseptics. (Lysol has a destructive effect in time.) 

5. The curve of the tube can be modified at will. 

6. There is decidedly less tendency to kinking than there is with 
rubber. (A nasal-length tube can be bent to form a complete circk 
without reduction of lumen.) 

7. A very smooth finish to the surface of the tube is possible, 
and there is less tendency for a wide-bore tube to “cling” in its 
passage through the nasal cavity as compared with a similar tube 
made of rubber. 

In manufacture the tube is moulded on the curve, and it is the 
peculiar property of objects made from these resins to retain theif 
shapes after they have been rendered soft by boiling. I have found 
that after lengthy operations which necessitated acute angulation 
of the neck, or where the course of the tube had been deflected by 
gross deviation of the nasal septum or other abnormalities, the tube 
after withdrawal remained to some extent moulded to the form they 
had occupied in the respiratory tract, without showing any inte 
ference with the lumen. 

On placing the tubes in boiling water for a few minutes they will 
immediately regain their normal shape and curve, at the same time 
becoming very pliable. By cooling in water the correct resiliency 
restored. Should a greater or lesser curve be desired, it is only 
necessary to plunge the tube into boiling water until soft, then hold 
it in cold water for a few minutes in the desired curve, which 
be retained indefinitely unless the tube is again boiled. After coo 
ing, the resiliency is that of a good-quality rubber tube. 


I should like to express my thanks to Dr. S. A. Leader and Mes: 
Portland Plastics, Ltd., for the experimental work involved in pro 
ducing the samples of plastic tubing which I have tried, and to th 
Director-General of Medical Services for permission to publish th 
communication. The tubes may be obtained through Medical af 
Industrial Equipment Ltd., 12, New Cavendish Street, London, W. 














































It 


Bk 


\| 


inter 
cent 
this 

meth 
the | 
desci 
cillin 
the ! 
intra 
pital, 
W. N 
with 

advis 
daily 
0.05 

per c 
penic 
the 1 
hardl 
haps 

advoc 


| Chris 


ence 
The : 
widel: 
50,00 
‘of the 
on tt 
more 
cocca! 
this c 
this d 
acute 
well r 









treat 
Hobby 
case t 
is give 
descrit 
recogn 
ally fa 


by Da 


hot ar 
clearin 
With w 
tion is 








NAL 





ciated 
is not 
st and 
as an 


chigan: 
Arbor 
)xford 
1e are 
ology, 
litical 

The 
ase of 
dneys, 
gy of 
lasma- 
‘itutes, 


Moore, 
country 


ae 
ede 


1e, and 
e.) 

is with 
> circle 
ossible, 
in its 
ur tube 


is the 
n theit 








. found 
ulation 
sted b 
e tubes 
m the 
y intel 













ey will 
ne tim 
iency 
is onl 
on hold 
ich w 


Tr COO 









Mes 
in pi 
| to thi 
ish th 
cal al 
n, W. 






































Jury 1, 1944 


PROGRESS IN PENICILLIN 





BritisH 5 
MEDICAL JOURNAL 





——- 


/ 


BRITISH MEDICAL JOURNAL 


LONDON 
SATURDAY JULY 1 1944 








PROGRESS IN PENICILLIN 


A recent symposium on penicillin treatment! gives 
interesting information about methods used at various 
centres in the U.S.A. in treating a variety of diseases with 
this drug. There is a good deal of variation in both the 
methods of administration and the dosage employed. At 
the Presbyterian Hospital, New York, where the work is 
described by M. H. Dawson and Gladys L. Hobby, peni- 
cillin is given by four-hourly intramuscular injections. At 
the Mayo Clinic, Rochester, W. E. Herrell advocates the 
intravenous drip; and at the Stanford University Hos- 
pital, San Francisco, A. L. Bloomfield, L. A. Rantz, and 
W. M. M. Kirby favour continuous subcutaneous infusion, 
with the proviso that the continuous intravenous drip is 
advisable for severe cases. These authors state that a 
daily dose of 100,000 units maintains a blood level of 
0.05 unit per c.cm. if given subcutaneously and 0.1 unit 
per c.cm. if given intravenously. If the same amount of 
penicillin is twice as effective by one route as by another 


the mere convenience of the less effective route seems * 


hardly a sufficient reason for employing it. It may per- 
haps be found that the continuous intramuscular drip 


advocated in this Journal’ by H. V. Morgan, R. V.° 
|Christie, and I. A. Roxburgh will combine conveni- 


ence with the maintenance of an adequate blood level. 
The scale of dosage at the three U.S.A. centres varies 
widely. The San Francisco workers use anything from 
50,000 to 400,000 units daily according to the severity 


‘of the condition and the nature of the infection. Herrell, 


on the other hand, rarely found it necessary to use 
more than 40,000 units daily even in cases of staphylo- 
coccal septicaemia, and the fact that of his 14 cases of 
this condition only 2 were fatal appears to suggest that 
this dosage is usually adequate. In his 2 fatal cases an 
acute endocarditis was found post mortem, and this is 
well recognized as a complication which renders penicillin 
treatment ineffective. The doses used by Dawson and 
Hobby were also varied according to the nature of the 


case but within narrower limits, and a detailed schedule 
is given upon which they based it. All of these authors 
describe the treatment of a variety of infections now 
Tecognized to be amenable to this drug’ with gener- 
ally favourable results. One interesting suggestion made 
by Dawson and Hobby is that a positive blood culture is 
hot an indication for a larger dose. They regard the 
clearing of the blood stream as perhaps the easiest task 
ogWith which the drug may have to cope, and an acute infec- 
tion is on the whole more amenable than a chronic. In 





1 J. Amer. med. Ass., March 4, 1944, pp. 611, 622, 627, 641. 
2 British Medical Journal, 1944, 1, sia 


staphylococcal infections they reserved their largest doses 
for chronic cases, especially with bone involvement. Some 
difference of opinion is expressed about the effects to be 
obtained in bacterial endocarditis. Two alleged cures are 
described in one paper, whereas in another the treatment 
was uniformly a failure. 

A. L. Evans describes the treatment with penicillin of 
3 cases of meningitis—one pneumococcal complicating a 
fracture of the skull, and two staphylococcal, one of these 
being due to the rupture of a cerebral abscess into the 
lateral ventricle, and the other after operation for a tumour 
of the cervical spine. All these patients had penicillin 
solution injected intrathecally, but all received also large 
doses by the intravenous and intramuscular routes. Each 
case recovered, but it would be interesting to know whether 
the’ same result might have been achieved by local treat- 
ment alone. A much more extensive report on the treat- 
ment of meningitis with penicillin is that of Cairns and his 
colleagues.* Cases of sulphonamide-resistant meningitis form 
the material with which this paper is concerned. Its interest, 
however, lies not entirely in the results achieved but also in 
the valuable information obtained by studying the diffusion 
into and persistence of penicillin in the cerebrospinal fluid. 
Penicillin solution was injected either by the lumbar route 
or into the lateral ventricle in a number of other patients, 
and the quantity still present in the cerebrospinal fluid 
estimated at intervals afterwards. A dose of 3,000 to 4,000 
units by either route gave an adequate therapeutic con- 
centration for 24 hours. The level after this time had 
usually fallen to 0.04 unit per c.cm., which is actually about 
ten times the amount required to inhibit the growth of a 
sensitive organism. It was found not only that penicillin 
injected into the ventricle reached the lumbar region but 
also that diffusion took place in the reverse direction, 
lumbar injection being followed by spread to the surface 
of the brain and even to a lesser extent into the ventricle 
itself. Of the 8 cases of pneumococcal meningitis with 
which the paper is chiefly concerned 5 were treated by 
intrdthecal injections only, by either or both of the routes 
already mentioned. Injection into the ventricle is strongly 
advocated whenever feasible. Reliance on the lumbar 
route may be followed by the development of a block 
and consequently failure to reach the ‘cerebral meninges. 
Only 3 patients had_ systemic treatment in addition. There 
were 2 deaths in this series—one from cerebral abscess 
and the other due to a subdural abscess. An addendum 
mentions the treatment of another 8 cases with only 2 
deaths. Further developments of this special example of 
local treatment with penicillin will be followed with great 
interest. The fact that a continuous effect can be secured 
for 24 hours after injection into the theca is doubtless 
responsible for the remarkable successes obtained. As in 
other forms of local treatment with penicillin the retention 
of the solution in a closed cavity is a condition making 
for success. 

The opening paper in our present issue, by Lt.-Col. J. S. 
Jeffrey and Major Scott Thomson, gives a general account 
of recent experience in the treatment of battle casualties 
with penicillin on the Italian front. This has been 
the destination of a large part of the British output of 

3 Lancet, 1944, 1, 655. 
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penicillineduring the past year, and some thousands of 
men have been treated. As a general guide to those who 
may have the opportunity of using penicillin in the treat- 
ment of casualties nearer home this summary of experi- 
ence in Italy will be. of the utmost value. The methods 
are in the main those advocated by Florey and Cairns, of 
whose pioneer work in Tunisia last year this is a continu- 
ation on a much larger scale. A comparison of these 
methods with those advocated by American workers brings 
out two differences—the greater scope given to purely local 
treatment in British practice, and the more moderate stan- 
dard scale of systemic dosage. Restricted supplies have 
compelled us to adopt these methods, but this misfortune 
has been turned to good account in showing what can be 
achieved by local application, a proceeding which has the 
merit of simplicity as well as of economy. That instillation 
into soft-tissue wounds after suture will control Gram- 
positive infection has been amply confirmed. Local treat- 
ment is the method of choice in wounds of the chest ; given 
systemically, penicillin does not diffuse into a haemothorax 
or empyema in sufficient concentration, and requires there- 
fore to be injected directly into the pleural cavity. A 
technique has also been developed for the treatment of 


infected knee-joints. Head wounds, eye injuries and infec- 


tions, and burns are other examples of conditions in which 
local treatment alone is usually called for. Compound 
fractures and gas gangrene have been the main indications 
for systemic treatment, although a short course has also 
been found advisable for controlling infection in amputa- 
tion stumps. Further and more detailed accounts of some 
of these forms of treatment will doubtless be forthcoming, 
but in the meantime this admirable survey affords clear 
indications of what can be done with limited stocks of 
penicillin in treating large numbers of battle casualties. 








THE COLD AGGLUTININS 


The nomenciature of the haemagglutinins—those factors 
in the serum which produce clumping of the red cells—is 
confusing to the ordinary medical reader. The two impor- 
tant kinds are the iso-agglutinins, which are the basis of 
the four blood groups of mankind, and the cold agglutinins, 
which manifest their activity only at temperatures below 
those of the body. Agglutination in general must be 
distinguished from pseudo-agglutination, or rouleaux for- 
mation, such as occurs in multiple myeloma and other 
conditions in which the serum globulin is elevated. Our 
knowledge of the cold agglutinins has recently been most 
ably reviewed by Stats and Wassermann.! It is character- 
istic of the cold agglutinins that their action is best 
demonstrated at 0 to 5° C., and that it is not observed at 
37° C.; it can rarely be demonstrated above 25° C. unless 
the titre of the antibody is exceptionally high. The agglu- 
tination can be made to disappear by warming to tempera- 
tures over 20 to 30° C., and again reversed to the original 
agglutinated state by cooling below 10 to 20°C. A serum 
with cold agglutinins can be exhausted by appropriate 
absorption with erythrogytes in the cold. Cold agglutinins 
are active not only against all human erythrocytes, what- 


. the human erythrocyte is equipped with an antigenic com 





ever their group, but also against the erythrocytes of many 










































be cal 

different species of animals. Small concentrations of co frig 
agglutinins are present in normal human sera. The titn§ The 
is rarely higher than 1/4, and levels over 1/500 must beidescri 
considered pathological. In disease, values of 1/32,0QPourn 
and over have been recorded. from 
Cold agglutinins attract the attention of the clinician ij ed co 
blood counting, where they are a nuisance, and in blooff!! }8 | 
grouping, where they may be a positive danger. Agglutinal’ 4 , 
tion occurring during the performance of a red blog es 
count may be overcome by warming the solutions and th a 


apparatus. On attempting to determine the blood groy 
the blood may at first be allotted to group AB, becausianaerr 
sufficient of the patient’s serum is carried along with thlgnaer 
red cells to produce agglutination on the slide or in thfused 
tube, and this is attributed to the test sera. On crosgftwo ty 
matching, however, the patient’s serum agglutinates all red by the 
cells, including group O, but the agglutination disappea jaundi 
on warming. To overcome these difficulties the patient which 
red cells may be freed of cold agglutinins by three succe ite. 
sive washings in warm saline, and the serum may be freed The 
by absorption of the cold agglutinins in the ice-bor iain 
Apart from this difficulty in grouping, there is no speci Rin 
risk in transfusing a patient with a high titre of cold agglugpy fa, 
tinins, and if there are no facilities for determining thihhow e 
correct blood group it is safe to give group O blood. able tl 
abnormally high titre of cold agglutinins has been founéigroupi 
in the serum in a variety of diseases, but most constanthjbetter 
in atypical (virus) pneumonia’ and in trypanosomiasis, iherap' 
both of which diseases the reaction is of diagnostic value, 
It is rather notably common in acquired haemolyt 
anaemia and in cirrhosis of the liver. The reason for 
these rises in titre is not known. One possibility is th 


empe 


ne as 
Sp erfor 


ponent whch closely resembles some component in the virts ring 


or trypanosome ; obviously this does not cover all the casejy, an 
The other possibility is that when tissue proteins altlis refje 
damaged, as in infection or haemolysis, they are alteredfin last 
in such a way as to produce an auto-immunization, ¢ ordo 
which the cold agglutinins are a manifestation. “prabies 
Cold agglutinins are usually harmless and discovered } Bn 
chance in the course of laboratory investigations. Th b soap 
are much more often absent than present in acquiféitica; 4 
haemolytic anaemia, and as they are inactive at body tem§K, Me 
perature they are unlikely to play any part in the causatid 


nvesti; 
of the anaemia. In fact, the only clinical phenomena i of hun 


which cold agglutinins are ever aetiological factors ¢ ater 
Raynaud’s syndrome and cold haemoglobinuria. When " etn 


patient with a high titre of cold agglutinins is expos, the 
to cold, the temperature in the extremities may fall l0Mfion by 


enough for agglutination of red cells to occur locally aiifate is 
block the circulation in the digital vessels. Long-contin a ma 
files u 





exposure in such cases will lead to gangrene. Althoug 
cold agglutinins do not cause haemolysis in vitro, th 
reduce the resistance of the red cells to rupture by shakif 
and it is a general rule that agents which cause agglutim 
tion in vitro are likely to cause haemolysis in vivo. It 
not surprising, therefore, that patients with a high titre 0 
cold agglutinins occasionally suffer from haemoglobinut 
after exposure to cold. This is a possibility which.sho 
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1 Medicine, 1943, 22, 363. 


2 Lancet, 1943, 1, 765. 
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 MAMjipe called to mind when a patient with “ haemoglobinuria 
f Colife frigore ” shows no serological evidence of syphilis. 
e tite§ The agglutinin in the case of acute haemolytic anaemia 
ust beidescribed by J. P. Currie in the present number of this 
32,0Qournal manifested its activity in the cold, but it differed 
¥from the coid agglutinins in that it did not agglutinate the 
sian ered corpuscles of other members of the same blood group. 
bloofllt is therefore properly called an auto-agglutinin, and it 
was associated with the presence of an auto-haemolysin. 
his is certainly a very unusual phenomenon, and it would 
bloc not have been discovered had not careful tests been made. 
nd th he auto-haemolysin, which was presumably active at body 
£TOWRtemperature, was probably responsible: for the patient’s 
eCalianaemia. From similar serological studies in haemolytic 
ith thianaemias and from measurements of the survival of trans- 
in thafused erythrocytes* *°* it has become clear that there are 
crosftwo types of haemolytic anaemia. The first is represented 
all ref boy the congenital dystrophies of the red cell—acholuric 
ppear Haundice, sickle-cell anaemia, and Cooley’s anaemia—in 
atientywhich a hereditarily abnormal red cell has an unduly short 
Wife. The rare nocturnal haemoglobinaemia belongs here 
suCCE - hag 
free: In the second group, of which the haemolytic disease 
‘ “lof the newborn is the most important example, normal red 
ce-ba Icorpuscles are destroyed by the action of a circulating 
speci haemolysin. The demonstration of the part played by the 
agelgrh factor in haemolytic disease of the newborn has shown 
ng tifhow easily haemolysins can be overlooked, and it is prob- 
d. able that recent improvements in the technique of blood- 
founiigrouping® and the titration of antibodies will lead to a 
stantipbetter understanding of acute haemolytic anaemia and the 
asis, iff erapeutic actions of transfusion and splenectomy. 
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THE CONTROL OF SCABIES 


is th 
c comphe administrator and the private practitioner have been 
i ae siperforce brought to think of scabies as of something 
#having more than a mere nuisance value—indeed it is in 
© CaS@ithe order of one of the minor problems of the war. This 
NS altfis reflected in many wartime contributions and in an article 
altereifin last week’s Journal, where ‘a team headed by R. M. 
ion, Gordon set out to investigate the chances of controlling 
cabies with “tetmosol” soap. Under conditions which 
hay not unreasonably be imagined the restriction of an 
Xtensive parasitic disorder by so simple a ‘procedure as 
ia soap bath, or a series of baths, possesses enormous prac- 
K. Mellanby, and W. C. Bartley and 
Jy tem#K. Mellanby, in two further papers,’ * record a series of 
usatioinvestigations into the parasitology and symptomatology 
nena ef human scabies ; some of their work leads to results so 
ore hovel that clinical standards may have to be adjusted. The 
When if 2usference of a fertilized female ‘is as a rule required 
lo establish the disease in a healthy person. Eggs placed 
hn the arms of volunteers and protected and kept in posi- 
‘all l0Mfion by vulcanite rings failed to infect. Where the parasite 
iy anrate is low—that is, ten or under—mechanical removal of 
ntinuap2e mature females, leaving the eggs and immature para- 
Ithou: ites untouched, is often in itself curative. It may be 
wecalled that it was the observation of this procedure in 
his native Corsica which enabled Renucci in 1834 to make 
@is historic demonstration of the .causal mite to an 
hudience of Parisian doctors. 
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ondon. 
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Kenneth Mellanby records in graphic form the growth 
of the parasitic population on the human host, and while 
there appears to be some irregularity it is nevertheless 
found that in all cases, after reaching a peak about, the 
100th day, the intensity of infestation declined steeply. 
This may explain the difficulty of transmitting scabies 
except by intimate physical contact, as there are only a 
very small proportion of cases with a parasite rate high 
enough to be a risk to others during ordinary social con- 
tacts. Practically no discomfort or itching is observed in 
the first month after infection, which gives a rough esti- 


mate of what may perhaps be called the incubation period. - 


Later the skin becomes sensitized, and this state of sensitiza- 
tion can be tested by an ingenious method of intradermal 
injections of an extract made from the parasite. By this 
it is found that men who had never been infected, and 
men who had been infected less than 3 months, give a 
uniformly negative response to the intradermal test. After 
more than 6 months of infection a positive cuti-reaction 
was observed. This may explain the unusual course of 
the disease in volunteers who have been cured and are 
at a later date deliberately reinfected. Within 24 hours 
of this second infection an intense local irritation occurs 
and a red area or wheal marks the site of the acarus. The 
graphs representing the parasite rate in eight second infec- 
tions reveal that the degree of infestation never reached 
anything like the height of a first infection; the disease 
may apparently even die out spontaneously. 

From these and other observations Mellanby infers that 
once an animal is sensitized colonization of the cuticle 
by Sarcoptes becomes difficult. .The mites are restricted 
by, for example, mechanical scratching, which digs them 
out, and by the local reaction of the skin itself, which 
provides an unfavourable environment for the mite. 
Secondary sepsis also has a destructive action on the 
parasites. Mellanby’s investigations seem to show that 
the sensation of itching is to a considérable extent under 
the control of the higher nervous centres, and may be 
exaggerated, or diminished, by suggestion. Hence, even 
when methods of treatment are used which have little 
harmful effect on the parasite, the patient, if he believes 
in them, will be relieved of itching at least for some days. 
Conversely, when all the parasites are killed by a reliable 
procedure and when the patient is led to believe that the 
itching will continue, very little relief is obtained. The 
effect of this in practice will not escape the clinician’s 
observation. In the second and shorter paper W.. C. 
Bartley and K. Mellanby discuss the parasitology of human 
scabies, estimating the parasite rate and sites of selection 
in women and children. This elaborate and accurate 
analysis, since it fully confirms earlier investigations, can 
be regarded as a standard for purposes of reference. 


STILBOESTROL IN TREATMENT OF BREAST 
CANCER 


If we remember rightly it was in Sinclair Lewis’s‘ Martin 
Arrowsmith that the student kept on repeating with dis- 
mal regularity, “ Where are your controls?” While this 
tends to become a parrot cry in the young, it cannot be 
repeated too often to those who claim to have a “cure” 
for lethal diseases such as cancer. We publish on another 
page a report of the discussion at the R.S.M. on the treat- 
ment of advanced breast cancer with stilboestrol. Speaker 
after speaker described 10, 15, or 20 cases, lingering hope- 
fully over the 2 that were successful and quickly passing 
by the less fortunate majority. The difficulty of evaluating 
any treatment which is under 50% successful became more 
apparent as the discussion went on. Stilboestrol, it may 
be recalled, was the final outcome of nearly ten years’ 
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research on synthetic oestrogens started by Dodds and 
his colleagues. They began with a substance having an 
activity of one-tenth of a millionth of that of the naturally 
occurring hormone, finally synthesizing stilboestrol, with an 
activity even greater than the follicular hormone itself. It 
was soon found that stilboestrol could replace oestrone 
and oestradiol in all experimental and therapeutic uses. 
Moreover, it was highly active by mouth, and a very high 
concentration of oestrogenic activity could be obtained by 
the oral route. And it was cheap. So there are now many 
thousands of papers on the subject of stilboestrol and the 
related substances hexoestrol and dienoestrol. Huggins of 
Chicago was the first to suggest that stilboestrol might play 
an important part in the treatment of malignant disease. 
He was able to demonstrate that it would controi the symp- 
toms of carcinoma of the prostate in a large percentage 
of cases. Even more remarkable was the conclusive 
demonstration of a beneficial effect even on the secondary 
deposits.. How stilboestrol acts on prostatic cancer is still 
a matter of speculation, but there is strong evidence for 
believing that it is by inhibition of the secretion of gonado- 
trophic hormone in the anterior pituitary—a sort of bio- 
chemical castration. 

To those unfamiliar with the physiological action of 
oestrogens, it seemed logical to treat every type of malig- 
nant disease with stilboestrol ; correspondents began to 
record in these columns isolated instances and success in 
the treatment of carcinoma of the’ breast. The discussion 
at the Royal Society of Medicine indicates that probably 
under 5% of cases benefit from stilboestrol therapy : if this 

_can be proved, a discovery of the greatest importance has 
been made. But we must repeat with the shrill emphasis 
of italics: “ Where are the controls?” How many cases 
of advanced carcinoma of the breast have been observed 
with no treatment whatsoever? Is there any sizable rate 
of spontaneous regression? It is significant that the results 
are more marked in women of post-menopausal age, and 
the general tonic effect of the oestrogen in this period must 
be borne in mind. 

The final conclusion of the meeting that the experiments 
should be continued is welcome. It is to be hoped that 
the suggestion made by one of the speakers will be 
adopted—namely, that a control series of patients should 
be treated with inert tablets of lactose or some similar 
neutral material, for it is only by such a test and statisti- 
cal analysis of the results that the value of oestrogens in 
the treatment of breast cancer can be properly assessed. 


REPRESENTATION ON THE R.C.S. COUNCIL 
Many ancient corporate bodies are close-bound by their 
statutes,.and the older the body the harder it may be to 
move with changing times and break free from the shackles 
of a Charter or other legal instrument. The Royal College 
“of Surgeons of England has often been under criticism 
ever since its Fellowship was instituted by the Royal 
Charter of 1843, which made Fellows alone eligible for 
membership of the Council and put in their hands the 
exclusive right of electing to the Council. The Members 
were thus dispossessed of any title they had had to a share 
in the government of the College, and nothing but an 
amending Charter could give it back to them. The demand 
of those who felt a grievance and of those who stood for 
democratic principles came up year by year at the annual 
meeting of Fellows and Members, but it never got further 
than speeches and a resolution, and sometimes not so far 
as that by reason of the absence of a quorum. The Council 
of the College has now made a move—not a large one, but 
in the right direction—as will be seen from the letter by 
the President reproduced at page 19. This outlines a 
two-stage procedure : first and now, consultation ; second 


- of election. 









and after the war, co-option under powers to be given by 
Charter. The purpose is to ensure representation on th 
Council of branches of practice, including general prac 
tice, which have not secured this by the ordinary proce f En 
Sak ; 0 ! 

Both for preliminary consultation and fof. ¢ 
statutory co-option Members of the College will be eligibles aryng 
The Council of the B.M.A. is invited to suggest names olfexcept 
general practitioners to take part in the opening stage gifof the 
free discussion, and it will no doubt be asked to do ft Dear 
same when co-option has been authorized by Charter. Wa The 
congratulate the College upon a proposal so forward in ifgincrea: 
outlook which may in the future lead to important resultgCounc 
secure 
§Counc 
Charte 
this pl 
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ERADICATION OF THE YELLOW-FEVER 
MOSQUITO IN BRAZIL 


Few problems in public health are of greater urgency ij 
tropical American countries than that of the eliminatig 
of yellow fever and control of its chief vector, Aéde 
aegypti. To what an extent organized and even nation 
effort has progressed in this direction is well exemplified 
in a recent publication by the Rockefeller Foundatiog§ ne c¢ 
under the authorship of Drs. Sopar, Bruce Wilson, Lima questic 
and S4 Antunes, who‘ give an account of the nation-widl Medic: 
operations now being employed in the fight against Aédgftion st 
aegypti in Brazil. In the decade and a half from 1926 tg: It is 
1940 the dream of finally eradicating yellow fever frog Fellow 
Brazil had come to seem almost impossible of accomplish "#t '¢ 
ment, though great advances had been made in knowled a opt 
aici hie ~ a consul: 
about its insect vector and how to deal with it. Especialh of pra 
did the discovery that other species of Aédes than Ade anpoin 
aegypti could transmit the virus and that so-called jungil do not 
yellow fever could reinfect towns that had been clearel§ Preside 
of the disease seem to make early optimism prematurg The: 
But whereas in 1926 measures against Aédes aegypti wen Colleg 
being applied in-a few cities only of North-Eastern Brazig util a 
the year 1940 saw the formation of the Government th 
sponsored National Yellow Fever Service, operatin gaa 
throughout the entire country with the declared p he Me 
ree a : 3 ; efo 

gramme of eradicating Aédes aegypti from Brazil, nor 

the authors’ opinion under these conditions is such 4 
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outcome so improbable as might appear from experience rights 
where less complete and thorough measures have failedgbut th 
The administration of the National Yellow Fever Servic} expres: 
works through regional offices, sectors, divisions, and post§ | sh: 
the number and distribution of these depending upon thg™@™°S 
number of doctors available, the presence or absence 1 me 
Aédes aegypti, and facilities for transport. The bas oe 
administrative unit is thé zone, consisting of a group ¢ 

city blocks, or a rural area, in which all the houses can} 
visited by one inspector at regular intervals. This inspee’ The 
tor’s work forms the basis of the campaign, and a book @ Ophth< 
instructions drawn up for him, of which a translation ™ Faculty 
given, sets out precisely what his duties are. The routisg{or get 
technique employed in urban and rural areas, the natuf 

of the work of the maritime and river services, and th FIRES 
of special organizations in the interior are described, 

also are methods of dealing with Aédes aegypti, statisti] , = 
methods in use, and procedure in legal enforcement. Lili ay vol, 


its companion publication on the eradication of Anophel 
gambiae from Brazil, the present volume illustrates # 
value of the work of the International Health Divisid 
in fostering national effort towards prevention of disea 
in the Tropics. 


The late Dr. Hugh Thursfield, of whom a memé 
appears at page 27, will be especially remembered 
B.M.A. House as the first co-editor, with Dr. Regi 
Miller, of the Archives of Disease in Childhood, which} 
been published by our Association since 1926. — 
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1 See British Medical Journal, Dec. 25, 1943, p. 820. 
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ven b ROYAL COLLEGE OF SURGEONS 

on U REPRESENTATION ON THE COUNCIL 

| Prag he letter by the President of the Royal College of Surgeons 
proces ¢ England printed below is being sent to bodies representing 
nd fg the following branches of practice: ophthalmology, oto- 
ligib Siaryngology, radiology, anaesthetics, and general practice— 
mes Qilexcept such as already have representation on the Council 
lage gimof the College by election under the ordinary procedure. 

do th®pear Mr. President, 


Tt. Wa The Council of the Royal College of Surgeons regard it as 
d in itMincreasingly important to ensure the representation on the 
resul@Council of branches of practice which at any time have not 


secured representation by the ordinary process of election. The 
Council therefore intend to apply for such alterations in the 
charters as will enable them to co-opt additional members for 
this purpose. 

The Council wish to make it clear that the College was 
Sfounded “to promote the science and art of surgery,” and it 
is to assist in this work that the representation on the Council 
Hof appropriate branches of practice is thought desirable. The 


IR 


ncy i 
inatig 
Aéde 


ation College is not constituted, to deal effectively with social and 
»plifie ethical questions affecting not only Fellows and Members of 
1datiowg the College but all members of the medical profession. Such 
, Limi questions pertain to some central authority such as the General 
n- wide Medical Council, or some voluntary intraprofessional organiza- 


| Aédu&tion such as the British Medical Association. 
1926 
r fro 
mpli 
wled: 


Fellows or Members of the College of the same seniority as 
that required for those seeking election into the Council ; that 
co-opted members of the Council be appointed annually (after 
““S§consultation with the bodies representing appropriate branches 
ecial of practice); that the same individual be not eligible for re- 
: A UF appointment beyond five years; and that co-opted members 
_ jungii do not have the right of voting for the election to the office of 
clearelf President or Vice-President. 
natur# These proposals require alterations in the Charters of the 
ti. wen College, and application for such alterations will not be accepted 
Brazig until after the war. * The Council, however, consicer it desirable 
nmenl that they should have, at an early date, the assistance in their 
. Bdeliberations of representatives of those branches of practice 
eratil fot represented by any of the elected members. They have 
d fp therefore decided forthwith to invite representatives of appro- 
NO! Moriate branches of practice to attend the meetings of the 
ich aifCouncil. The Council have not the power to grant voting 
rienct#rights to those invited to attend the meetings of the Council, 
failed§ but these representatives would have every opportunity to 
Servigl express their views. 
1 post’. | shall be grateful if the ...................:.00+ se sees will suggest 
on thames of a few who are eligible as Fellows 
Aor Members from whom the Council of the College could 
NCe W select the one who seems to them most suitable. 
> bs Yours sincerely, 
oup ALFRED WEBB-JOHNSON, 


eee eee ee ee ee eee eee) 








can President, Royal College of Surgeons of England. 
inspety The bodies invited to suggest names are the Council of British 
ook @ Ophthalmologists; the Association of Oto-Laryngology, the 
tion @ Faculty of Radiologists, the Association of Anaesthetists, and, 
routimg{0r general practice, the British Medical Association. 

nati 

ad FIRES AND EXPLOSIONS IN OPERATING THEATRES 
ped, AND ANAESTHETIC ROOMS 

tists circular has been addressed by the Ministry of Health to 
- 4LiM§all voluntary hospitals and hospital authorities, and to county 
ophel@ district councils exercising delegated powers as to nursing 
tes tihomes, on the subject of fires and explosions in operating 
Jivisi@ theatres and anaesthetic rooms. With it is sent out a warning 


liseasi BOtice based on recommendations by the Operating Theatre 
PElectrical Committee of the Institution of Electrical Engineers. 
B The placard is for display in each anaesthetic room or operating 


nem@# theatre so that its contents may be brought to the attention 
red @of all anaesthetists, operating surgeons, and members of theatre 
eginamstaffs. The notice runs as follows: 

ich } 


WARNING NOTICE 
Accidents due to the ignition and explosion of anaesthetic vapours 
have been attended by serious consequences: Such accidents are 





- It is intended to propose that co-opted members may be 


usually due to: (a) the ignition of the vapour by cautery, surgical 
diathermy, electrical switches, or similar appliances; or (b) the over- 
heating, short-circuiting, or breakage of the small electric bulbs, 
or their conducting wires or leads, used in various forms of 
endoscope; or (c) the generation of static electricity, resulting in 
trolleys, tables, blankets, and even the clothing of operating per- 
sonnel becoming charged with electricity. Contact with an object 
at a different electrical potential may cause a spark of sufficient 
energy to ignite an anaesthetic vapour. 

Spirit Lotions, etc.—It should be remembered that the use of spirit, 
spirit lotions, and other similar solutions which are frequently 
employed for cleansing the patient’s skin, etc., involves dangers 
similar to those mentioned above. 


Precautions and Recommendations 


1. Hot-wire cauteries and surgical diathermy present obvious 
possibilities of ignition, especially near the patient’s face. There is 
also some degree of danger attending the use of x-ray apparatus, 
motor-driven suction apparatus, and from the general electrical equip- 
ment for lighting, heating, sterilizing, etc., unless it is kept away from 
the neighbourhood of the patient. 

2. Five minutes at least before any form of cautery or diathermy 
is to be used all ignitable anaesthetics—e.g., ether, ethylene, ethy! 
chloride, cyclopropane—must be removed from the apparatus and 
a safe agent substituted. A simple and wise precaution is to blow 
air or some safe gas through the anaesthetic apparatus before use 
when diathermy is projected, even if this is to be performed under 
a non-ignitable anaesthetic. It is not sufficient to turn off the 
“ether tap,” as this may not be gas-tight. The ether bottle should 
be removed, and if it must be replaced, it should first be rinsed out 
so as to remove any trace of ether. 

3. The presence of oxygen and/or nitrous oxide, although these 
gases themselves are not ignitable, increases the risk of the ignition 
of other gases. 

4. Surgical lamps. are often used with some form of regulating 
resister. These small lamps are usually made for either 2.5 or 3.5 
volts, and it may be dangerous to increase the voltage beyond this 
even if by so doing the surgeon’s Tequest for more light can be met. 

5. All the insulated flexible wire connected with surgical lamps 
should be frequently inspected and renewed. If this precaution is 
neglected, the insulation may become faulty or some of the con- 
stituent wire strands broken, although the lamp still apparently func- 
tions normally. Expert technical advice should be obtained on 
«methods whereby the current and voltage of the lamp can be limited 
to values which greatly reduce the risk of ignition even if a short 
circuit occurs. 

6. Foot switches should be flameproof. 

7. Insulated apparatus such as rubber-tyred trolleys can be elec- 
trified in various ways, as, for instance, by drawing a dry blanket 
or towel across them. All anaesthetic, operating, and theatre instru- 
ment tables, and all trolleys if they are insulated by non-conducting 
rubber tyres or pads, must, therefore, be fitted with trailing chains 
which make good contact with the floor. 

8. This method is adequate with ordinary granolithic theatre floor- 
ings, but is useless when the floor is covered with dry non-conduct- 
ing rubber, cork carpet, or linoleum. 

9. Anaesthetists and others should bear in mind that under suit- 
able conditions they themselves may by their own movements become 
charged, and shoes incorporating ‘‘ conducting ’’ rubber may be used 
as a safeguard’ on conducting floors. The general use of special 
“‘ conducting ’”’ rubber for tubing and tyres would tend to prevent 
accidents when it is available. Under war conditions damping of the 
floor may ‘have to be adopted instead. 

10. The generation of static charges is greatly facilitated by a dry 
atmosphere. Thus the danger is liable to be greater in times of high 
barometric pressure. 

11. Some security may be obtained by slightly damping face- 
pieces, bags, tubing, floors, etc. 

12. Should it be necessary during anaesthesia to make or unmake 
metallic unions or carry out similar alterations to the apparatus, all 
ignitable gases must be cut off until .the alterations have been 
completed. 

General.—The dangers of open flames, matches, cigarettes, etc., 
need hardly be emphasized. Complete exclusion of all such sources 
of ignition from the anaesthetic and operating rooms should be 
strictly enforced. 








Brig.-Gen. Leon A. Fox, director of the U.S. Typhus Com- 
mission, recently announced plans for the free distribution of typhus 
vaccine in countries of the Middle East. More than 1,973,000 c.cm. 
of vaccine have been supplied to Middle East Governments through 
Lend-Lease since early in 1943. The Typhus Commission has 
instructions to make the vaccine available t6 public health authorities 
wherever typhus epidemics appear. Shipments of the vaccine have 
gone to Egypt, Iran, Iraq, Cyprus, Cyrenaica, Eritrea, Palestine, 
Trans-Jordan, Tripolitania, Saudi Arabia, and Aden. The vaccine 
has been used for both military and civilian measures of control. 










20 Jury 1, 1944 


STILBOESTROL FOR BREAST CANCER 


BRITISH 
MEDICAL JOURNAL 





Reports of Societies 








STILBOESTROL FOR ADVANCED BREAST CANCER 
_ A COMBINED INVESTIGATION 


The treatment by stilboestrol of about 100 advanced cases of 
carcinoma of the breast was reported on by about a dozen 
speakers at a meeting of the Section of Radiology, Royal Society 
of Medicine, on June 16. 

Dr. FRANK ELLis (London) said that-correspondents in the 
British Medical Journal had drawn attention to the value of 
stilboestrol in this condition, and a few radiotherapists there- 
upon decided to treat a number of such cases and present 
their results. Patients with advanced breast carcinoma often 
came for radiotherapy, and if some more effective treatment 
conld be found it was important to know of it. It had been 
possible to assemble only preliminary reports owing to the 
shortness of the period of observation. He himself described 
31 cases in all of which, save one, the effects of stilboestrol 
could be noted without any complicating effects of radiation. 
Some of the cases were too advanced for radiotherapy, others 
were on the waiting list for it, and others again had passed 
the stage at which further irradiation could usefully be given. 
The doses of stilboestrol he had employed were relatively large 
unless the patients were very intolerant; the average was 
15 mg. a day. In some cases—though in none of those which 
showed improvement under treatment—the administration was 
followed by nausea and vomiting ; other manifestations were 
activity of the breasts, with pigmentation, tenderness of the 
areola, and in some cases resumption of menstruation. Eight 
patients had shown improvement; their average age was 
67.6 years. Fifteen, the average age being 53.5, became worse 
under treatment. Two patients became worse during the 
administration, but improved, both subjectively and objectively, 
after it stopped. His conclusions were that stilboestrol might 
make the malignant condition in a younger woman worse, but 
it might have value in the older woman. It did not bring about 
any improvement in bone metastasis of breast cancer. 

Dr. S. B. ApaMs (Bristol) said that of 10 cases treated, 4 
showed improvement, 1 being a woman aged 82. In 3 cases 
some of the lesions were observed to grow in size during 
treatment, though the main lesion shrank. The first case began 
treatment in July of last year; only 1 mg. of stilboestrol was 
given daily. Improvement took place to a marked degree. The 
primary in this case was a deep cancer crater of the breast, 
with diffuse infiltration of the chest wall and skin involvement, 
and this had healed leaving a fibrous scar with two small 
residual nodules. The liver had increased in size since treat- 
ment started, though whether this was due to secondary deposits 
could not yet be stated. 

Dr. G. W. BLomFiELD (Sheffield) said that his cases did not 
show any appreciable toxic symptoms, though some were dis- 
turbed by psychological effects when menstruation restarted 
years after the menopause. Of the 10 cases treated, 8 derived 
no benefit so far as could be estimated, and in 2 the result 
was indeterminate. In 6 of the cases the growth was such that 
it could be accurately measured and any improvement could 
be assessed. 

Dr. ALEXANDER Happow (London) gave details of 13 cases, 
several of which had previously been treated by surgery and 
had shown recurrence, or by high-voltage x rays, though after 
a sufficient interval not to affect the results produced later by 
stilboestrol. The stilboestrol was given in total doses varying 
from 75 mg. to 676 mg. over periods of from 4 to 24 weeks. 
Administration was by mouth or by intramuscular injection, 
in some cases by both routes. In the cases responding in some 
degree lesions previously red tended to show a purplish tinge, 
or sometimes pallor; small skin nodules were flattened and 
occasionally disappeared ; ‘larger nodules and masses might 
undergo partial regression. In these 13 cases there was con- 
tinued advance of the disease in 9, a temporary improvement 
in 3, and a marked and more lasting benefit in 1. This last, 
a woman of 64, had continued to show improvement over a 
period of 4 months. Favourable responses were much more 
likely in the older and post-menstrual group. . 


Dr. W. M. Levitt (London) described 11 cases, all advance 
but all well enough in their general cofidition to be treate 
as out-patients. Only one showed any marked improvemer 
In this case, a woman of 69, the ulcer shrank in four wee} 
from 11x6 cm. to 4x5 cm. He thought it would becom 
more and more evident that with increasing age there 
improvement in response to treatment. 

Dr. R. McWuirter (Edinburgh) had 37 cases, of which 
were under the age of 58. Of these, 2 improved and 18 did no 
improve. Of 17 cases over the age of 58 there was improv 
ment in 3 and no benefit in 14. One of the improvements 
spectacular. It included the healing of the ulcer and almo 
complete disappearance of the disease. This case was one ¢ 
poorly differentiated scirrhus of the breast, and the woman 
age was 75. 

Dr. EDITH PATERSON (Manchester) described 13 cases treate 
with stilboestrol and 23 with triphenylchloro-ethylene. In th 
stilboestrol cases the average length of treatment was 12) 
weeks, the average daily dose 5.8 mg. The growth regressej 


‘in 2 cases, it was stationary in 8, and it progressed in 3. Th 


average length of treatment in the 23 cases given triphenylchlorg 
ethylene was 27 weeks, the average daily dose 3 g. There 
regression in 9 cases, the condition was stationary in 4 ani 
progressive in 10. The most striking regressions were in th 
older patients. 

Mr. C. J. L. THURGAR (Newcastle) had treated 10 cases, with 
promising results in 2 and a spectacular result in 1. Of hi 
4 cases under the age of 58 not one improved. The spectacula 
result was in a patient aged 58 who had had 10 weeks’ ‘tres 
ment. This patient had multiple glands and skin nodules afte 
a radical operation, and all the deposits had disappeared. Th 
treatment was begun in April last. 

Dr. J. Z. WALKER (Scunthorpe) also described 10 cases. | 
3 the treatment had considerable palliative value ; in 4 it failed; 
in 2 it was discontinued owing to intolerance ; and 1 patie 
died during the period of treatment: One of the failures 
a case of male breast cancer: the disease advanced rapid 
under treatment, and the patient died within a month. 

Prof. B. W. WINDEYER (London) gave particulars of a furthe 
10 cases, 2 of which had had no previous treatment, 5 haf 
had surgical removal, and 7 x-ray therapy. The average perio 
of observation was 5 months. In none had there been comple 
disappearance of the growth, but at least 3 had improved, 
ages being 43, 54, and 55. 


Summary of Results 


In the whole series recorded by the various speakers ther 
were 69 patients under the age of 58, of whom 43 had nd 
improved, and none showed spectacular improvement. Of th 
52 patients over 58, at least 17 had improved, and 6 or 7 we 
reported as showing spectacular improvement amounting i 
some cases to complete disappearance of fairly advance 
disease. 

Prof. E. C. Dopps said that, particularly in patients over 
it was most important to determine the general systemic effes 
of an oestrogen, because anyone with experience of treatmetl 
of disorders of the menopause with synthetic oestrogen wou 
know the great physical and psychological effects, and the 
were likely to influence the general condition of the patie 
with carcinoma. He had been surprised at the smallness @ 
the dosage reported by some of those who had taken part i 
the investigation ; it seemed to him that it would have bee 
worth while to give really massive doses. He was also surprise 
that synthetic oestrogens, which were more powerful thal 
stilboestrol when given by mouth, had not been tried. If th 
work was continued a control series of cases treated wi 
lactose tablets should be taken. 

Dr. Levitt said that what had been presented was regarde 
only as a preliminary experiment to obtain an idea whether th 
investigation was worth pursuing. He proposed (and it W 
agreed) that a committee be formed consisting of those wh 
had reported on that occasion, together with Prof. Dodds, af 
with Dr. Alexander Haddow as chairman, to follow the matte 
up further. 

Dr. N. S. Finzi, from the chair, said that radiologists saw 
large number of cases of malignant disease of the breast, b 
he wondered how many of them had seen spontaneous di 
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appearance of a carcinoma. In his long experience he could 
recall only one case of his own, and one other which he 


vanced 
treate 












vemens saw at the R.S.M., and even in his own case there was either 
* week recurrence or a new tumour in the other breast later on. The 
improvements reported might be only temporary. The only 


beco m1 
re wag male case that had been mentioned did very badly ; possibly 


to a male patient the male hormone ought to be given. 
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‘8 Correspondence 
alm — 
one ¢ 
oman} Infective Hepatitis 
Sir,—Prof. Witts’s interesting summary of infective hepatitis 
treatel (june 3) prompts me to record some observations, made by 
In th Capt. Damodaran, R.A.M.C., and myself, on 450 cases admitted 
aS 12% to the medical division in a general hospital in Malta in 
Bressem 1941-3. 
3. Th Siege conditions favoured the epidemiological aspects of the 
chloro§ study, the civil population and military personnel remaining 
-_ } ‘more or less static till 1943. Thus the fallacy mentioned by 
. amg Prof. Witts was enormously reduced since it could be assumed, 
in UE for this period, that the experience of the garrison was uniform. 
; Infectious hepatitis exists in a mild sporadic form as 
“S, Will} “catarrhal jaundice ” affecting children and young adults of the 
Of h native Maltese, its highest incidence being in late autumn and 
taculall’ winter. Cases have occurred among the British garrison, and 
5 treat since 1932 there has been a steady-increase from 4.38 per 1,000 
es afte] to 20 per 1,000 in 1939. There was a further increase in 1940 
d. Thi and in 1941, and in 1942 it reached almost epidemic propor- 
tions, the monthly incidence curve showing almost perfect 
€S. Mi symmetry with a maximum for the. months of October, 
failed November, and December, and a minimum in April, May, and 
patiet® June. 
PS 2 Among the 450 cases 86% were between the ages of 20 
rapidl§ and 29. The incidence as between British and locally enlisted 
furthe troops was as 10:1. The one fatal case of acute cytolytic 
“s necrosis of the liver was in a Maltese. There is, from the 
5 by careful study of the living conditions and contacts of Known 
 Per-O% cases, abundant evidence confirming the well-accepted views 
— of the approximately 30-day incubation period, the short pre- 
es icteric infective phase, and the probability of droplet infection 
by “speech contact.” Infection conveyed by direct transfer 
of the infective agent through contaminated syringes and 
needles can be eliminated in all but the group of post-arsenical 
-s then hepatitis, of which 13 occur in this series. An investigation of 
1ad nop the prothrombin content of the blood (Quick’s method modified 


Of th by Kark and Souter) during, and one month after, the attack 
q of jaundice showed a variable lowering of the percentage figure, 


ting ig but never was it below 30%, and-in all except two it was 
ivancef at or above 95% in one month. The clinical types encountered 
were: 
ver J (1) Gastro-intestinal type (53%). Insidious onset; anorexia, often 
c effed§ early and unexplained, followed by nausea and vomiting; fever less 
>atmen$ than 100°, with dark urine and clinical jaundice in 3 to 5 days. 
. wo (2) Febrile type (30%). More sudden, even abrupt onset with 
d thesg ‘™perature ranging from 401 to 103°, often simulating \sand-fly 
patie fever (malaria was not present in Malta), followed by nausea, 
anorexia, and abdominal discomfort—sometimes vomiting, and 
ness @§ jaundice in 2 to 4 days from onset. 
part (3) Ambulatory icteric type (10%). Cases with no notable general 
/e bese symptoms or, at most, slight malaise, usually insufficient to cause 
irpriseé™ the soldier to report sick. He is observed to be yellow by his 
11 thaig Colleagues while still on duty. 

If th 4 Hepatitis without icterus (7%). The prodromal symptoms are 
dw similar to the gastro-intestinal or febrile type with fullness and 
epigastric discomfort and at least two fingerbreadths enlargement 

of the liver. No clinical jaundice develops, but latent jaundice is 
egarde™ shown by a raised icterus index of 10 to 14 and/or the passage of a 
ther single slightly bile-stained specimen of urine. Small groups of cases 


it W occurred with several members showing the typical gastro-intestinal 
or febrile clinical picture and jaundice, and a single member with 





se wig * 

ds, at identical symptoms of onset, enlarged liver, yet not having jaundice. 

oe It was thus that attention was drawn to hepatitis without icterus. 
The last two groups (3 and 4) are of special importance in 

s saw™ all epidemiological studies, for, being “‘ subclinical ” types, they 

ast, ba 4re presumably infective at some stage. True relapse is rare 

yus di —When it occurs it is apt to be severe. A single attack does 











not necessarily confer immunity. One of my general duty 
officers in Malta had a typical attack of “ catarrhal jaundice ” 
when he was my house-physician in Leeds in 1937. He again 
fell a victim to infective hepatitis in 1942 when working in the 
medical division in Malta. 

Among many other interesting facts a note may be added 
on the adverse effects of other hepatotoxins, particularly alcohol 
(acting in the presence of an epidemic) upon an individual who 
is incubating the disease, in provoking an overt attack, or in 
worsening and prolonging an attack otherwise mild, and in 
causing a “relapse” or second delayed attack of jaundice. We 
have detailed studies of at least 12 cases of relapse of jaundice 
after the first attack of infective hepatitis due to alcohol— 
not necessarily excessive—taken from 12 to 72 hours previously. 
This period of sensitivity of the liver may last at least 6 months, 
during which time alcohol is potentially dangerous. One patient 
was able to determine exactly how much alcohol could “ turn 
him yellow.” He said his “ hangover” was out of all propor- 
tion to the amount consumed, and, after several unhappy 
experiments with progressively smaller quantities of liquor pro- 
ducing this untoward effect, he became a total abstainer. Some 
other effects of alcohol in the presence of infective hepatitis 
are epitomized in the following history: 

A squadron of R.A.F. was moved from one landing ground to 
another in the Middle East in the last week of November, 1942. A 
section of the personnel lived and messed together and were closely 
mingled ; one of their number at this time had a raised temperature 
for a few days and was removed to hospital, where he later 
developed jaundice. In the meantime the squadron moved to Malta 
(Dec.). On Christmas and Boxing Day a substantial quantity of 
drink was taken by most of the section. In 24 to 48heurs eight of 
their number developed jaundice. Two abstainers, however, living 
companions of the affected personnel, also developed jaundice, but 
it was mild in character and delayed a further seven days.—I am, etc., 


STANLEY J. HARTFALL, M.D., F.R.C.P., 
Lieut.-Col., R.A.M.C. 


Treatment of Haemorrhage and Shock 
Sir,—In the early days of the Spanish Civil War, and, indeed, 
right.through it, the results from the transfusion of blood for 
the treatment of haemorrhage and shock among battle casualties 
were most contradictory and certainly not as satisfactory as 


‘ those obtained with the improved methods in current use. 


While many surgeons advocated its use and assured us that 
their results were excellent! others, like myself, soon gave up 
transfusing in the certainty that its theoretical advantages were 
outweighed by its practical disadvantages. This might have 
been due to the fact that we administered the blood too rapidly, 
giving too much in too short a space of time. By making 
frequent B.P. readings I discovered that shortly after trans- 
fusion there was an initial rise in B.P., but this was invariably 
followed by a dangerous fall which often coincided with the 
commencement of an operation, thus adding to its dangers. 
I don’t know how the Group IV blood, with which we were 
amply supplied, was prepared, and since these days an improve- 


“ment may have taken place which, in conjunction with the 


present-day slow-drip method, may be the reason for the well- 
earned popularity of blood transfusion in this war. 

I treated over 5,000 wounded of the type which must receive 
urgent surgical treatment close to the firing line, and I therefore 
had considerable material upon which to study the clinical 
aspects of shock and haemorrhage. This led me to Cevise a 
method for raising and maintaining B.P. which served me well 
throughout the war and which I believe to be quite as good 
as any other, particularly in cases of shock, though I also used 
it in cases of haemorrhage accompanied by shock, a type 
of case very common in war wounds. 

I administered, by intravenous drip, a mixture of calcium 
gluconate, hypertonic saline, and pholedrine (veritol), which 
I finally decided upon after trying out other drugs such as 
adrenaline. Veritol’ contains gr. 1/3 of pholedrine per c.cm., 
and, although much greater doses can be administered, we 
found that three ampoules (gr. 1) a day, addedto the calcium 
and saline, were sufficient even in the gravest of cases. Our 
aim was to obtain a systolic B.P. of 130, and we regulated our 
drip to this end. Cases differed considerably in their response 
according to the degree of shock and haemorrhage, and hence 
the total amount of fluid, glucose, and pholedrine administered 
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varied accordingly ; but we never gave more than three ampoules 
in 24 hours, not more than three litres of glucose saline, which 
was usually hypertonic for the first litre but diluted gradually 
and slowed up as the general condition improved, while the 
amount of calcium gluconate we kept constant for all cases 
at. 2.5 g. daily—three i0-c.cm. ampoules of the 8% solution. 


A typical example of the results obtained is afforded by the follow- 
ing case of a young sub-lieutenant aged 17. Multiple wounds from 
mortar explosion, left arm shattered near the shoulder, left leg with 
gaping wound, and fractured -femur at the upper third. When he 
was taken off the ambulance all bleeding had stopped, he was com- 
pletely unconscious, and was put aside to be examined by me before 
being sent to the mortuary. On auscultation an occasional very 
faint heart-beat could be appreciated. A vein was dissected out in 
his sound leg and the calcium-veritol-saline drip at 120 drops per 
minute started. Within a few minutes he had recovered conscious- 
ness and his wounds had to be packed and bound tightly to stop 


bleeding. Within two hours his systolic B.P. was high enough to. 


warrant a disarticulation of the shoulder-joint and débridement and 
application of closed plaster to his leg. He received a total of 
6 ampoules of pholedrine in 48 hours, after which it was discon- 
tinued. He was evacuated to’a base hospital eight days later, after 
removal of stitches and change of plaster. 


The present phase of the war is going to make great demands 
on the blood banks, and blood may not be available at all 
times in all places. The calcium-glucose-pholedrine mixture 
can be used successfully in place of blood and plasma. It is 
with this object in view that I have ventured to encroach upon 
your valuable space.—I am, etc., 


E. MARTINEZ ALONSO, M.B., Ch.B. 
Queen Mary’s Hospital, Roehampton, S.W.15. 


Experimental Shock 


Sir,—Prof. Moon’s detailed analysis of shock (June 10, 
“p. 773) is timely and valuable, but there is one point on which 
I should like to comment. His experimental evidence has been 
obtained largely by the method of implanting minced muscle 
in the peritoneal cavity of dogs. This method was used by 
me in rats with similar results, the animals dying on an average 
12 hours after operation with obvious clinical signs of circu- 
latory deficiency, such as cyanosis and coldness of the skin, 
and a haemoconcentration of 40%. ‘But a bacterial peritonitis 
was found in every case despite careful measures of asepsis 
in the preparation and implantation of the muscle. The minced 
muscle provides an ideal culture medium for organisms, -and 
a single sporing bacillus: will produce an army within a few 
hours. The admixture of a little proflavine powder prevented 
the bacterial growth, and the animals did not develop clinical 
shock or haemoconcentration. 

It would seem that the effects of muscle implantation are not 
due to tissue autolysis, as claimed by Moon, who did not report 
bacteriological examinations, but to- bacterial toxins. Several 
of the features which he lists as characteristic of secondary 
shock, such as persistent vomiting and a dilated and atonic 
gastro-intestinal tract, are features of bacterial peritonitis rather 
than of traumatic shock. Since bacterial activity probably 
plays a small role, if any, in the development of secondary 
shock following extensive trauma or severe burns, it is wrong 
to apply to this type of shock conclusions which appear to come 
from the study of an infective process. 

The rats which had proflavine powder implanted intra- 
peritoneally, with or without minced muscle, died in 3 or 
4 days with gross abdominal distension and ileus, although 
the peritoneal fluid remained sterile. This suggests that solid 
profiavine is not suitable for intraperitoneal administration in 
large doses to human beings.—I am, etc., 

Radcliffe Infirmary, Oxford. HERBERT HAxTON. 


Ether and the Oxford Vaporizer 

Sir,—I am grateful for the bit of sugar in the first paragraph 
of Dr. Durrans’s letter (June 17, p. 826), in which he is appalled 
by the high incidence of vomiting reported in a paper by two 
members of this department. A figure giving the frequency 
of post-operative complications depends in considerable part 
on the diligence with which these are sought and the honesty 
with which they are recorded. I remember some years ago 
Dr. Freda B. Bannister embarking on an investigation which 
entailed radiological examination of the chests of patients who 


_ providing simple safe anaesthesia, particularly in war con- 


’ Drs. Mushin and Wood as “ admittedly” uncomplicated, and 


had been subjected to abdominal operations. After some 
months of careful work she obtained concrete evidence that 
what others had conveniently dismissed as “reactionary 
temperature” was often demonstrable on an x-ray plate. She 
was then greeted in some qua: ters with: “I hear you are getting 
more ‘chests’ than you used to”! | 

Recent correspondence in another journal suggests that it is 
profitless, in fact misléading, to compare statistics from different 
sources. Some strain at, and record, gnats, while others digest 
camels without deeming the incident worthy of note. I recall 
two relevant facts. (1) At a meeting—well attended by surgeons 
—an anaesthetist provided figures to show that vomiting rarely 
occurred in his patients. A subsequent private cross-examination 
elicited that he disregarded vomiting on the day of operation! 
(2) A patient was subjected to appendicectomy under nitrous 
oxide. True, the patient didn’t vomit, but for 24 hours after- 
wards was grey, nauseated, and ill at ease. The anaesthetist 
recorded this case as “ vomiting—anil.”” A bout of vomiting 
would have spoiled his figures, but would have resulted in a 
happier, healthier patient. 

There is often a great discrepancy between the bouts of 
vomiting recorded by an observer and those remembered by 
the patient. Mushin and Wood wished to eliminate as many 
variables as possible, and preferred the evidence of observers 
instead of relying on the memory of the patient, notoriously 
unreliable in the immediate post-operative period, because of 
the combined effects of hyoscine, morphine, anaesthetic, and 
operation. Lastly, the Oxford vaporizer was introduced not 
as a panacea for post-operative vomiting, but as a means of 


ditions. I have just returned from a hospital where one anaes- 
thetist was responsible for four operating tables (one for 
induction) throughout a busy day with the help of three 
orderlies using Oxford vaporizers. Three surgeons, working 
simultaneously, were kept supplied with a stream of patients, 
and 38 operations were performed in 10 hours without-incident, 
—I am, etc., : 
Nuffield Department of Anaesthetics, Oxford. R. R. MACINTOSH. 
Sir,—Dr. Durrans’s letter under this heading (June 17, p. 826) 
reads so strangely that it is worthy of passing comment. He 
refers to the series of cases in the experiment carried out by 


emphasizes the “ admitted ”’ incidence of post-operative vomiting. 

The authors of the experiment did not claim that the adminis- 
tration of ether was done under the most favourable conditions, 
though their use of the vaporizer might well imply this. | 
imagine that the use of the vaporizer would at least allow them 
to keep one factor in the’ experiment constant, and but for 
the No. 2 vaporizer I know of no other apparatus likely to do 
so. He then reveals the truth that the ether vaporizer delivers 
ether! Does he try to infer that this was not “admitted” in 
the experiment? Does he seek to disprove the statement made 
by the Nuffield Department of Anaesthetics that “the con- 
centration of ether vapour in the inspired mixture is indicated 
by the position of the tap”? I believe that one can have the 
vaporizer calibrated to deliver a known concentration of trilene 
or chloroform. ‘ 

Dr. Durrans regrets that the Oxford vaporizer was not 
designed twenty years ago, and strongly deprecates submitting 
the patient to the discomforts and dangers attendant upon ether. 
Less than five years ago (B.M.J., Dec. 2, 1939) Macintosh and 
Pratt wrote of ether: “ This drug, discovered almost a hundred 
years ago, has never lost its pride of place as the safest and 
most reliable of anaesthetics.” I am unaware of any ridiculous 
claims put forward for the clinical performance of | this 
apparatus. I have used it since first it became available and 
with gratifying results——I am, etc., 

Salisbury. 


A. D. H. SIMPSON. 


Post-operative Vomiting 


Sir,—Dr. Barbara Crawford (June 17, p. 826) states that the 
oral. administration of adrenaline is of value in controlling 
post-operative vomiting. The publication of this letter was 
stimulated by the- paper by Dr. Wood and myself on the 
effect of nicotinic acid on post-operative vomiting. The simple 
type of clinical research exemplified by this paper requires for 
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its performance only painstaking observation, honest recording, 
Dr. Crawford would be performing 


test, or, alternatively, publish the evidence on which her state- 


ment is based. Anaesthetists would thereby be indebted to her 


not only for suggesting what may be a valuable remedy but 

for being spared the necessity of carrying out an investigation 

to confirm what may be only a clinical impression.—I am, etc., 
Nuffield Department of Anaesthetics, Oxford. WILLIAM W. MusHIN. 


Administration of Pentothal 


Sir,—I am deeply grateful to Dr. F. W. Roberts and to 
Dr. H. B. C. Sdndiford (June 17, p. 825) for their clear and 
timely warning of the dangers of overdosage of pentothal in 
deeply shocked cases. I, however, plead not guilty of having 
underestimated these dangers. The administration of any 
anaesthetic agent to a seriously shocked patient is a highly 
delicate procedure, calling for a considerable degree of experi- 
ence and skill. Accordingly, those surgical units whose duty 
is to assist the recently wounded—wheré shock is common and 
severe—are staffed by specialist and graded anaesthetists. 
Nothing less would be good enough for our fighting men. 

Our ranks at home have, however, been depleted, and we 
have to find a simple formula to encourage the “ occasional ” 
anaesthetist to tackle with confidence the average uncomplicated 
case. If we have to achieve this purpose it is necessary that 
the instructions given should be simplicity itself and should 
allow for a reasonable margin of safety. As Dr. Sandiford 
agrees with me, within these very strict limitations, may I 
consider his most valuable comments and instructions to be 
complementary, not contradictory, to mine?—I am, etc., 


E. MONTUSCHI, 
E.M.S., Sector X. 


Episiotomy 

Sir,—I feel that Dr. Neilson Dow’s memorandum (June 17, 
p. 813) should not be allowed to pass without comment. The 
author seems to overlook the fact that it is essential, when 
repairing an episiotomy, to unite the deeper layers—that is, 
the muscles—of the perineum, and, when necessary, the levator 
ani. If this is not done, a deficient perineum is certain to 
result with considerable disability and the risk of development 
of rectocele. Surely, if the method outlined is adopted, the 
result must be that only the mucous membrane of the vagina 
and -the skin of the perineum are united, unless further sutures 
are inserted. Thus the method, if it is to be an effective 
means of repairing an episiotomy, defeats its own end, which 
is, in Dr. Neilson Dow’s own words, to make it so that “ there 
is no need to give chloroform after birth to relieve the pain 
of stitching up.” ; 

I am glad to have an opportunity of protesting against the 
prevalent and pernicious practice of giving a general anaesthetic 
for repairing the perineum. This is extremely dangerous, as 
it is well known that a parturient woman tolerates a general 
anaesthetic very poorly, and alarming or eyen fatal collapse 
may occur. Such anaesthetics are often given by a doctor 
working single-handed and having to rely on the midwife to 
maintain the patient in a state of unconsciousness. The danger 
of chloroform in the pregnant and parturient woman has been 
emphasized by Sheehan (J. Obstet. Gynaec. Brit. Emp., 1941, 
47,, 49), but no general anaesthetic is entirely. safe in the 
period immediately following childbirth. 

The perineum can’ be repaired painlessly, thoroughly, and 
with complete safety, using local infiltration with procaine. 
This procedure was fully described by Prof. Browne in 1928 
(Lancet, 1928, 1, 1281), and it has been and is in routine use 
in the obstetric unit at University College Hospital. Local 
analgesia has now been used for perineal repair in many 
thousands of cases without a single fatality. It has the further 
advantage, besides complete safety, that it can bé used by 
a single-handed practitioner without the additional anxiety of 
caring for an unconscious patient while his attention is, or 
should be, fully engaged in repairing the damaged tissues. 

Finally, I cannot agree with Dr. Neilson Dow that episiotomy 
is only rather rarely indicated. On the contrary, I should say 
that it is one of the most useful procedures in obstetrics. It 
is indicated in labour when a tear of the perineum is seen 


~ meningeal reaction with a turbid sterile C.S.F. 





to be inevitable, in almost all cases of forceps delivery in 
primigravidae, and in every case of breech delivery in a 
primigravida, unless the baby is small. An episiotomy is a 


cleanly incised wound, and is thus much easier to repair than a 


spontaneous and possibly ragged laceration. Timely episiotomy 
will often prevent severe damage to the tissues of the perineum 
and vagina and even of the rectum.—I am, etc., 


JOSEPHINE BARNES, 


University College Hospital, London. First Assistant, Obstetric Unit. 


Mastoiditis and Mastoidectomy 


Sir,—I have read with considerable misgiving Dr. H. Hilton 
Brown’s correspondence (March 18 and May 6) on this subject. 
One gathers from his observations that he is in complete 
agreement with what is, as he states, the public viewpoint on 
mastoid operations. The public is represented as regarding the 
mastoid operation as of a very serious nature, often fatal, with 
frequent great disfigurement, possible facial paralysis, possible 
deafness, a continuation and aggravation of the ear discharge, 
and very painful and prolonged post-operative dressings. In 
short he would have us believe that the mastoid operation for 
acute mastoiditis is very dangerous, and that it is quite un- 
necessary. I find it impossible to agree with these assumptions. 

During recent months I have performed 97 conservative 
mastoid operations for acute mastoiditis. Fourteen of these 
had serious complications before operation, and it is instructive 
to consider these cases in some detail. 

(1) A case of general streptococcal meningitis. (2) A case of 
(3) A case of otitic 
hydrocephalus in deep coma, associated with a large extradural 
abscess in the middle cranial fossa. (4) Five cases of perisinus 
abscess, one of which was associated with lateral sinus thrombosis. 
In another case the inflammatory infection in the middle ear had 
resolved with a tympanic membrane somewhat thickened and opaque 
in appearance, but otherwise normal; the presenting sign was a 
subperiosteal abscess over the mastoid, which at operation was found 
to be associated with coalescent suppurative mastoiditis and a large 
perisinus abscess. (5) A case of suppurative petrositis with Gasserian 
ganglion neuralgia, external rectus paralytic squint (6th C.N.), 
transient facial paresis, transient vertigo, middle-ear deafness, and 
a small extradural abscess in the region of the Gasserian ganglion 
(Gradenigo’s syndrome). (6) A case of abscess formation at the 
apex of the mastoid process with the pus tracking down the neck 
deep to the sternomastoid muscle (Bezold’s abscess). (7) Two cases 
of acute mastoiditis associated with focal nephritis. (8) Two cases 
of haemorrhagic inflammation throughout the mastoid process. The 
large majority of the remaining 83 cases were of coalescent suppura- 
tive type of mastoiditis. 

In this series there was only one fatal case—namely, the 
one of streptococcal meningitis, and this patient was almost 
moribund before operation. There was no case of facial 
paralysis, and with the exception of a few of the complicated 
cases scarring was inconspicuous. There was one case of 
persistent otorrhoea associated with infection by the Pneumo- 
coccus mucosus, and a case of unhealed perforation—probably 
of old standing. In the other cases good hearing returned with 
dry ears and healed ear-drums. This included the case of 
suppurative petrositis, which is a severe test for functional 
recovery. . In this case it is interesting to note that the squint 
due to paralysis of the external rectus muscle recovered com- 
pletely within a few weeks of a conservative mastoid operation 
and drainage of a small extradural abscess in the neighbourhood 
of the Gasserian ganglion. 

In view of these results Dr. Hilton Brown’s suggestions that 
mastoidectomy is dangerous, etc., do not appear to be well 
founded: As regards painful and prolonged post-operative 
dressings, if the mastoid wound be insufflated with sulphon- 
amide powder and closed except for the lower third of the 
incision—which will provide for drainage—and if the cavity is 
syringed out occasionally with a few c.cm. of 10% albucid 
solution, the wound will heal soundly within a few weeks, with 
little discomfort. 

The degree of conservatism exercised in selecting cases for 
operation is illustrated by a review of the following cases. In 
a series of 132 cases of acute mastoiditis treated at one hospital 
complete resolution occurred in 77 cases with conservative 
treatment, including sulphonamides ; the remaining 55 cases had 
mastoid operations either immediately or after conservative 
treatment had failed. Paracentesis of the tympanic membrane 
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is considered to be a conservative measure. In this connexion 
it is true to say that sulphonamide treatment has not reduced 
the number of cases of mastoiditis requiring mastoidectomy 
that was hoped at one time. 


In conclusion it may be claimed with all fairness that the 


conservative mastoid operation done at the right time is a safe 
procedure, which preserves life, restores function, and reduces 
very considerably the incidence of chronic otorrhoea.—I am, etc., 


London, W.1. W. H. B. MAGAURAN, FRCS: 


Morning Protamine and Evening Soluble Insulin : 
A New Abuse 


Sir,—Six unfortunate insulin cases have been referred to me 
lately from different parts of the country in great difficulty, 
under a novel use of insulin, so unsuccessful and irrational 
that it deserves condemnation. They have been given P.Z.I. 
(mostly 20 units) before breakfast and soluble insulin (mostly 
20 units) before supper, a treatment which shows surprising 
ignorance of the different action of the two types of insulin. 
In this way the weak insulin is given to counteract the day’s 
food, and hence the patient is loaded with sugar after all the 
day’s meals ; and the strong insulin is given in the evening with 
resultant hypoglycaemia about 1 to 2 a.m. There is no space 
here to expose in detail the inimitable bad results from this 
abuse, nor do I often use your columns for self-advertisement, 
but I would ask the doctors involved to study the last edition 
of The Diabetic Life, which demonstrates the unphysiological 
nature of the above treatment.—I am, etc., 

London, W.1. R. D. LAWRENCE. 


Ketosis in Children 


_ Sir,—lIn a series of 239 consecutive cases of tuberculous 
disease of the abdominal lymphatic glands Clark and Colt 
(Lancet, Jan. 16, 1937, p. 125) found that ketosis was present 
in the great majority of subacute and acute cases when 
vomiting had been absent or infrequent. This would fit in 
with Dr. Bray’s note (June 17, p. 824) that ketosis occurs after 
“emotion, ‘exertion, or excitement.” The sign is so marked 
and so constant that it may be relied on in a difficult case 
to differentiate the condition from acute appendicitis or from 
partial intestinal obstruction. An x-ray examination is always 
advisable.—I am, etc., 
G. H. Cott. 


Service Medicine 


Sir,—I am very much interested in the correspondence in 
your columns on this subject. After 44 years’ experience in 
the administration of hospitals at home and over-seas I agree 
that the treatment of the Service patients is excellent, better 
perhaps than that of the patient in the civil hospital. But it 
must be remembered that for the most part this treament is, 
during wartime, carried out by specialists who have not only 
been trained but have been brought up in teaching or good 
non-teaching hospitals with all the traditions which this means. 
These officers, moreover, at first welcomed the change in their 
daily routine—the greater leisure they had in which to think 
and the opportunities. for communal discussion which they 
enjoyed—but later, at least in my experience, they hankered 
after their old way of life and lost their enthusiasm for the 
Service community. While there were some excellent regular 
specialists, in my opinion the “bringing up” of the clinician 
in Service conditions in peacetime did not produce anything 
like the same quality of physician or surgeon as that of the 
voluntary hospital staff ; but in fairness it must be admitted that 
the peacetime Army did not offer any comparable clinical 
material. 

I also agree with one of your correspondents that the majority 
of the higher-ranking administrative officers were most helpful 
and quite delightful to work with, but still I feel that the 
system is wrong. If administration is done by an individual 
with a clinical bent who wants to study disease in the human 
body, however interesting he may find administrative tasks, 
he is always beset by the feeling that this is not his job, and 
the constant inspections of kitchens, vegetable stores, latrines, 
and washhouses, which are very necessary, become inexpressibly 
tedious. Certainly he can, if he likes, see clinical cases, but 


— 


it is rather by the courtesy of his junior officers, and he never 
can have the close contact and personal responsibility for 
diagnosis and treatment of the clinician, though theoretically 
he is. responsible for both. 

If the administrator is not clinically minded, he may find 
enough to do without interfering with his clinicians, and no 
doubt most do, but he is in a position to interfere to a serious 
extent. He has almost autocratic power in his unit, and may 
or may not use this well. Without his encouragement and 
consent clinical meetings and discussions would be difficult to 
hold. The writing of papers and other communications to the 
medical press may be discouraged, and their forwarding for 
publication may be so delayed that their usefulness may have 
passed or some other worker may have got in first. Directions 
for treatment of various diseases are given by consultants, 
which are most useful, but they are meant to be guides. 
may, however, be regarded as instructions irrespective of the 
special circumstances of a case, which may demand quite 
different treatment. Inquiries may be ordered and results 
demanded without any consideration of statistical validity of 
control of findings, and policy may be initiated based on 
totally erroneous premisses. No doubt all such mistakes will 
eventually be rectified, but meanwhile there may be much 
waste of time and effort, and, what is worse, irritation and q 
sense of futility among the team of clinicians whose 
potentialities for united work are the great argument in favour 
of Service medicine. Under the stress of war Service medicine 
is good, but in the reaction of peace it seems likely that the 
stimulus of altruistic individualism is likely to give better 
results.—I am, etc., 


Bath. R. G. GorDON. 


Sir,—Only the professional eminence of Air Cdres. Cade and 
Conybeare and the possibility that their experience has been 
of the ivory tower variety prevents me from condemning their 
letter outright as “ apple polishing ’” (May 20, p. 574). I cannot 
speak for British Forces, but I think that sentiments of the 
majority of medical men in the Canadian and U.S. Forces 
are identical with those of your correspondent of April 1 
(p. 470). 

Examples of bad staffing are not rare, but here the main 
complaint is of over-staffing. Dr. Frank Lahey is chief of 
the Procurement and Assignment Board which furnishes doctors 
to the U.S. Forces. I suggest that Air Cdres. Cade and 
Conybeare read his remarks made a few weeks ago at the 
meeting of the American College of Surgeons, in which he 
called attention to the waste of medical man-power in the 
Forces. Your space is too valuable for a detailed list, but I 
will tell of the complete medical and enlisted staff of a 1,000- 
bed general hospital shipped to the South Seas where for weeks 
they had neither patients nor buildings, and the medical officers 
were engaged in stevedoring, felling trees, and so on. 

I know the task of furnishing medical men for the armed 
Forces is a big one. No one wishes to deprive any soldier 
of his needs, but I am sure the job could have been done 
better and that glaring evils go uncorrected.—I am, etc., 


Prairie Grove, Arkansas. FRANK RIGGALL. © 


Sir,—I have just been reading a letter published in your’ 
It was) 


issue of April 1 and entitled ‘“ Service’ Medicine?” 
received in our mess with feelings of disgust—both for the 


authors and for the journal which published such gross libel. 


I may add that more than 50% of the members of the mess 
are M.Os. 
I myself have been in the Army for two years, and admit that 


I entered it with a poor opinion of both the Army and its’ 
During this past two years I have seen the’ 


medical service. 
Army from many different aspects while serving with different 


types of medical unit, both at home and abroad. During that’ 


time I have considerably revised by opinions; I now feel’ 
proud to be in the Army, and hold in high respect the 
organization of the R.A.M.C. I freely admit that the R.A.M.C. 


has its faults, but I maintain that these are considerably fewer 
If I 
were a layman without much money I would far rather be’ 
I admit 


than I found in the chaos of civilian medical practice. 


treated for illness by the Army than as a civilian. 
that I have met medical officers of high rank whom I have 
considered incompetent, but I met many, probably more, of 
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never# such type in civilian practice. Those met in the Army are 
/ for§ only too often either Territorials or civilian consultants who 
ically fave been given high rank because of professional ability 

but who are failures because they take no interest in the Army 
find as a whole. Many M.Os.—civilians conscripted into the Army 
id no§ —have joined up with antagonistic feelings to the Army, and 
rious§ have adopted an attitude of obstruction from the start. The 
may§ “colleague in the Forces” sounds to me to be of this type. 
| and® Yet in spite of these bad examples of our profession the 
ult to8 Service has functioned well. Let me mention two examples 
© the§ of good organization. I have known a hospital of 1,200 beds 
g for§ empty itself of patients, move over 300 miles, and be ready 
have§ to fill its beds again within 2 ‘to 3 weeks. On an assault 
stions§ Janding surgical teams were operating on shore within 8 hours 
tants;§ of zero hour, and earlier casualties were receiving treatment 
They§ on a hospital ship. 


f the Now I will answer some of the points raised by my colleague. 
quite § Concerning “the heavier burdens of civilian life in comfort, trans- 
esults port, and relaxation (especially alcohol).” I would like to point out 
ty or®™ that on the Anzio beach-head, where I am writing this letter, and 
don where medical units have been working for nearly 4 months, com- 
s will § fort and relaxation are minimal, transport is of little use, and the 
much supply of “alcohol” is within very narrow limits. The food is 
very good and well prepared, but I would still prefer a civilian ration 
and @§ cooked by my wife in my own home. 
whose # As regards confidential reports, there are two types—an adverse 
avour § report which must be shown first to the officer concerned, and a 
dicine § recommendation for promotion, which for obvious reasons is con- 
1t the @ fidential. Remarks about medium reports, etc., merely show the 
better @ ignorance of my colleague on the subject. Also promotion for 
medical officers is rare within a unit, so that there is no petty rivalry 
between fellow officers on this account. 

The hospital referred to seems to be having a very slack time 
indeed (a state of affairs I found difficult to fit in with the shortage 
of catgut). How much time per day does this officer devote to 
training his underworked orderlies to a higher standard of work for 
when their time comes? Or are they all perfect nursing orderlies? 
It must be remembered that the assessment of numbers of sick and 
wounded is extremely difficult, and that preparations must be made 
for the maximum number., I have known cases where the Service 
has been considerably strained, especially in isolated areas, but it 
has never broken down. 

I.have heard so much nonsense about Army Forms, with which 
I once agreed, but when they are carefully looked into there is a 
reason for each one of them. For my own personal needs T 
probably have to fill in many fewer forms than my wife, and 
I know that I have far less medical “ clerking ” to do than when I 
was an R.M.O. at a civilian maternity hospital. 

Iam 100% in favour of a State Medical Service, though not one 
Tun on exactly Army tines, because it will be dealing with different 
problems. I feel sure it will come and have grave doubts of its 
initial success. These doubts, however, are mainly fears for what 
our profession will do to make it a failure—I am, etc., : 


T. Epwin HALL, 
Capt., R.A.M.C. 
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armed Spanish Medicine 
oldier § SirR—In your annotation on Spanish medicine (June 17, 
done §p. 820) you say: “Spanish has not hitherto been regarded 
4a a medically or scientifically important language, but in 
aLL. © §Argentina, Mexico, Chile, and elsewhere in the Spanish-speaking 
World, active centres of medical investigation exist or are 
your §developing, and it seems not unreasonable to suppose that 
t was §Spanish will in the future achieve an important position . . . 
yr the gas a medium for the communication of discoveries in medicine 
libel. Gand other scientific fields.” This statement does substantially 
mess @less than justice to the outstanding researches in the last 
twenty years in physiology and experimental medicine of 
it that 8. A. Houssay of Buenos Aires and his past and present 
nd its collaborators like Braun-Menendez and Orias. The contribu- 
n the #40ns of the Houssay school in all fields of endocrinology 
Terent gare of outstanding importance; I need only refer to their 
g that @iscovery of the diabetogenic hormone of the anterior pituitary, 
vy feel @¥hich has revolutionized our views on carbohydrate metabolism 
st the $md diabetes mellitus. The periodic reviews which Houssay 
.M.C. 8s contributed to American journals reveal a wealth . of 
fewer ign ficant advances made by his school in connexion with the 
If 1 @P4ysiology of all the ductless glands. The Houssay school 















er be #fe also responsible for our current interpretation of Goldblatt’s 
admit 


york on experimental ischaemic hypertension ; a recent mono- 
raph on the subject from the Argentine is well worth 





have 
re, of 









translating into English. The monograph by Braun-Menendez 
and Orias on the heart sounds has been translated into English, 


and has been highly appreciated. It would be as well if you 
could arrange for authoritative informative reviews of the 
important work of Argentine medical scientists to be made 
available more often to their colleagues in this country.— 
I am, etc., 

SAMSON WRIGHT. 


** We think that a careful reading of the annotation shows 
that we fully recognize the importance of Argentina as an 
active centre of medical investigation. Prof. Wright’s reference 
to the work of B. A. Houssay may.be supplemented by the 
observation that in 1942 we invited Prof. Houssay to write an 
article for the Journal on renin, and a paper entitled “ The 
Role of Renin in Experimental Hypertension,” by B. A. Houssay 
and E. Braun-Menendez, appeared in the opening pages of our 
issue of August 15 in that year.—Eb., B.M.J. 


Colonial Medical Service 

Sir,—I would like to have an opportunity of saying that 
my remarks on the above Service have been unfairly and 
unjustly misinterpreted. The strictures of my censors are quite 
unjustified. It was never my intention to “cast a slur” on 
the medical personnel of the Colonial Service, collectively or 
individually, in a general disparagement. I know too well 
the very fine, praiseworthy professional work which has been 
done continuously, sometimes under most unfavourable con- 
ditions, in many Colonies. Indeed, in previous observations in 
the House ‘of Commons in Colonial debates I had praised 
without stint such excellent efforts, as, for example, when I 
singled out for special approbation. the estimable work of 
the medical officers in Caribbean ports who had by their superb 
vigilance kept certain epidemic diseases from the West Indies. 
My castigation was intended for the administration, organiza- 
tion, set-up, and general conditions of the Service from the 
aspect of an overriding medical bureaucracy, without Whitley 
Councils, or negotiating or arbitrative machinery, or organiza- 
tional representation in past years. On that I am prepared 
to stick to my guns and to defend my remark, which was 
made in the debate on the proposed British health reorganiza- 
tion, and which was not challenged by any opposing M.P. at 
the time. 

I hope this disclaimer will stop the twisted interpretation of 
my Commons sentences in one debate. My professional friends 
and colleagues in many Colonies are fully aware of my admira- 
tion for their devoted medical work, and my B.M.A. constituents 
in the West Indies especially will recognize the prejudices of 
my critics. A criticism of any Service has never previously 
meant a disparagement of its personnel. This line of argument 
would stultify any unfavourable comment on any Government 
Department or administration. Lord Hailey is concerned with 
the effect of my remark on the recruitment to: the Colonial 
Service from®“ the medical profession in this country, which 
must provide the personnel for its expansion.” I am keener 
on properly organized recruitment, not on Herrenvolk lines 
but on merit and qualifications, without regard to colour, race, 
or creed, carefully vetted by an independent adyisory profes- 
sional Colonial Appointments Board, with a_ preferential} 
tendency towards native-born talent if available and up to the 
required standard. 

I hope my language here is suitably reserved as compared 
with. the over-emphasized abuse of my chagrined critics — 
I am, etc., : 

House of Commons. 


H. B. MorGan. 


Sir,—Your correspondents have so far praised the organiza- 
tion of this service and its British medical personnel. Hardly 
a word has been said about the native Colonial peoples for 
whom the Service is intended. Research is, of course, indis- 
pensable to progress, but since the results of its findings bear 
a reference to the future, the merits of the Colonial Medical 
Service have to be judged not merely in terms of the satisfaction 
which it derives from its own efficiency but also in terms of 
its immediate effects on Colonial health and welfare. Some 
pertinent questions suggest themselves: 

1. Is the relation between doctor and native patient personal? Is 
any such ‘relation possible. without a knowledge of the patient’s 
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language and/or some intimacy with his cultural background? Is 
there free choice? 

2. What is the ratio of doctors, or of hospital beds and welfare 
centres, to the population of each colony? What is the infant and 
adult mortality rate? Is there health insurance of any kind? 

3. Are fully qualified natives engaged on a basis of equality? Is 
the expansion of the Colonial Medical Service conceived merely 
in terms of increasing the number of European doctors and native 
auxiliaries respectively? 

4. Is the Colonial Medical Service a subsidiary branch of the 
colonial political system? Do the native colonials possess any effec- 
tive democratic control over the political structure? 

When these questions have been fully answered it will soon 
be obvious whether or not Dr. Morgan’s condemnation is 
justifiable— I am, etc., 

Chesham. 


S. D. Cupjoe. 

Sir,—Evidently Dr. Columba Guest (June 10, p. 797) sees the 
medical world split sharply into two camps: the noble altruists 
of the Service and the mercenary “ diehards ” whom nought but 
a fee will galvanize into activity. 

This goes too far. For, on the one hand, my various friends 
serving in the Colonies (where living costs are low for the most 
part) assure me that they are adequately paid and pensioned— 
I should infer as much in any event from the favourite- words 
“ Efficiency Bar at £850,” which, incidentally, hint delicately 
at that problem confronting so many services: a certain ten- 
dency to resting upon oars. And, on the other hand, I see so 
many consultants working many hours a day for nothing, and 
not entirely in institutions, while most of us can remember the 
G.P. of the old school whose fee was his last concern—a means 
whereby to live but not an end in life. Nor is he yet quite 
dead, and if his day is passing it is mainly because changed 
* economic conditions render his unpaid work at once less essen- 
tial to his patients and a matter of more difficulty to himself. 
Times change and we’with them. f 

But there are still times when fees should be waived, and 
I prefer to think they still sometimes are forgone. This repre- 
sents a real sacrifice en the part of the private practitioner, 
for he has neither the backing of a regular salary nor the 
expectation of a coming pension. 

We are short of good men here as well as in our Colonies. 
And it seems a pity that so many ardent medical reformers are 
like Dickens’s character Mrs. Jellyby. With “their fine eyes 
fixed on Africa”. they fail to see that there is plenty of scope 
for missionary zeal and the crusading spirit in-the place where 
true charity proverbially starts work—at home.—I am, etc., 


Birmingham. PETER PARRY. 


. 


Medical Research and General Practice - 

Sm,—tThe article by Dr. C. E. S. Flemming on research and 
general practice (June 3, p. 759) encourages mg to write to 
you on the same subject. 

Organized medical research in this country is undertaken 
partly by. the Medical Research Council’s workers, partly by 
research departments in some of the large teaching hospitals, 
and by the research departments of a few of the large 
industrial concerns. The number of permanent posts which 
can be obtained in such work is extremely small. The majority 
of research workers receive grants or scholarships or salaries 
which compare very unfavourably with the remuneration that 
an average general practitioner expects to earn. The future is 
relatively insecure for the research workers, since their grant 
may last 2 or 3 years and then terminate, and a fresh grant 
may not be obtainable. 


As a result of these conditions many doctors who are suited | 


in temperament and in mental ability to a life of research 
gradually drift into general practice. Most general practitioners 
are too busy to spend much time in study, and no facilities 
exist from which they could easily obtain help and advice 
should they wish to explore a suitable field in clinical medicine. 

One of the chief benefits to the doctor which may accrue 
from practising in a health centre as a member of a team 
instead of working a single-handed practice will surely be 
that facilities for clinical research will be much more readily 
available. More cases of the type that interests him should 
be forthcoming, for his colleagues will probably refer such cases 


— 


to him for an opinion. Moreover, he will have at his back 
a pathology department equipped for simple routine tests, and 
this will enable his observations to be more scientific and less 
the result of guesswork. 

If such research became at all common, advice centres might 
be set up in suitable teaching hospitals to guide the practitioner 
in his choice of subject and in his methods of work. The 
multiplication of research results which would follow would 
surely be of great ultimate value to medicine. At present, study 
is largely limited to work on cases of advanced disease, since 
it is these: cases almost entirely which are sent to the large 
hospitals where research is carried on. The first stages of 
disease are seen by the general practitioners only. As a result, 
organized study of the important first stages of disease is largely 
lacking. A new phase in the study of disease might open if 
the general practitioner, suitably equipped and with exper 
guidance available, were given an Opportunity to continue his 
studies, begun during his training, right through his. career— 
I am, etc., 

Wen, Salop. 
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“ Departmental Prescription ” 


Sir,—You are taken to task by Dr. W. F. Annand (June 17,8 at p¢ 
p. 827) for “snarling at the Minister of Health.” You are 
reproved for failing to realize “that the Minister is working 
in the interests of the community, and that those of the doctonj 
are of small importance in comparison.” And you are adjured 
to give the Minister credit for a single-minded belief that his 
proposals are in the public interest; “after all, he is advised 
by expert medical men.” 

A growl of protest at these ingenuous views may be per 
mitted, bearing in mind that if criticism of Government pro 
posals is offensive to some minds, snarling is to others ap 
objectionable term. Dr. Annand fails to give due consideration 
to the fact that large numbers of his colleagues share a single 
minded belief that these proposals are very far from being 
in the public interest and deem it imperative to say so. Despit 
official denials, they do see in these proposals a desire to contra} 
an independent profession in order to control medical certifice 
tion. They regard any such tendency in policy as a menact 
to the public interest and to the preservation of profession 
standards, both ethical and material. They hold that thifeioht y 
interests of the community are not best served by attachim§ adopte. 
small importance to those of the doctors. And for so thinkimg§ policy 
they have very solid grounds indeed. other < 

Dr. Annand concedes that the Minister may be mistakéifpas ha 
—‘ misguided ”—although advised by experts. Many share thief at 1 
yiew, as your columns, Sir, bear witness. In National Healfifhouse ; 
Insurance matters the attitude of the Ministry, since its incepf gttled 
tion, has been narrow, stultifying, and repressive. Dr. Dai appoint 
on June 1 at Bristol, put it on record that the profession “ halfisioke, | 
experienced the futility of attempting to influence the develop§ Thur 
ment of the insurance service. 
over again for the enlargement and improvement of the servidi with pe 
had fallen on deaf ears.” ‘He referred to the Insurance Aqiigo, too, 
Committee and its continual struggle with the Government t¥edycati, 
obtain suitable remuneration. Phospita 

The issues raised in the White Paper for a comprehensififan imm 
health service are wide, and far more is at stake for the publi§more ¢} 
and for the profession than appears on the surface. Dr. Annaiiiwrote {| 
concludes that the whole is always greater than the paliidisciplir 
Quite so; let us scrutinize the parts now, however, buildiliiwas per 
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The National Maternity Report: Correction 
Sir,—In the report on a National Maternity Service 
published by this College a most regrettable mistake 
occurred. On page 5 in Table II a maternal mortality 
of 3.6 per 1,000 is given to Birmingham. This is on 
For “ Birmingham ” read “ Blackburn.” I and my colleagi@without 
deeply regret having done this disservice to the fair fame @Zodiac, 
a city whose records for maternity and other health servidlfof the 
have always stood so high.—I am, etc., Buch thi 
EARDLEY HOLLAND, or his 


President, Royal College of Obstetric heories 
and Gynaecologists. iy 
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J. HUGH THURSFIELD, D.M., F.R.C.P. 


Consulting Physician, St. Bartholomew’s and Great Ormond Street 
Hospitals 

Born in July, 1869, Hugh Thursfield, who died on June 20, 
was the eldest son of Dr. T. W. Thursfield, F.R.C.P., at one 
time a physician of eminence at Leamington Spa. He was at 
school at Leamington College, and with a classical exhibition 
he went-up to Trinity College, Oxford, where he obtained 
an honours degree in Greats. Thereafter he became a student 
at St. Bartholomew’s Hospital, and later obtained the Oxford 
degrees of M.A. and D.M. in 1897 and 1899 respectively. 
At St. Bartholomew’s he was for many years a demonstrator 
in morbid anatomy, and in 1909 published jointly with 
Dr. W. P. S. Branson a volume on Medical Morbid Anatomy 
and Pathology. With his election as assistant physicimn at 
St. Bartholomew’s and the Hospital. for Sick Children, Great 
Ormond Street, his professional career was fully established. 
At both hospitals he worked until he reached the age limit 
for active service, but at St. Bartholomew’s, unfortunately for 
him, his retirement became due before there was a vacancy 
for him on the senior staff. His Fellowship of the Royal 
College of Physicians dated from 1906, and he was a member 
of the Council from 1929 to 1931. During the period 1910-26 
he held various posts of honour in the Sections of ,.Pathology 
and of Children’s Diseases at the Annual Meetings of the British 
Medical Association. 

Although he had an extensive knowledge of genefal medicine 
and medical pathology his chief interest was in his work at 
Great Ormond Street, and his most important literary activities 
were in connexion with paediatrics. He was, with the late 
Sir Archibald Garrod and Dr. F. E. Batten, an original editor 
of the well-known book Diseases of Children, published in 
1913, and was responsible for its latest edition with Dr. Donald 
Paterson. Also he was the first co-editor of the Archives of 
Disease in Childhood, founded by the British Medical Associa- 
tion in 1926. The original editors continued in charge for 
eight years ; and it was through Thursfield that the policy was 
adopted to publish only original work in paediatrics. This 
policy gave publicity to valuable contributions for which no 


other outlet existed, and it is impossible to doubt that this 
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Shas had its effect on the English school of paediatrics. 


At the age of 66 he retired from London, and finding a 
house and garden which just suited him near Basingstoke he 
settled in with great happiness. Early in the war he was 
appointed physician to Park Prewett E.M.S. Hospital, Basing- 
stoke, which post he still held at the time of his fatal illness. 

Thursfield was a bachelor and exhibited the best traits of 
Among these was a great gift for keeping in touch 
with people, so that his circle of friends was most extensive. 
$0, too, were his intellectual interests. Coloured by his classical 


Meducation, his devotion to Oxford, his work at two important 


Phospitals, and his long membership of the Athenaeum, he had 
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an immense fund of knowledge at his disposal. He was much 
More than merely well read in prose and verse, and himself 
Wrote the simplest and most accurate prose. The very strong 


discipline which he maintained over his own literary language 


Was perhaps compensated for by his love for words themselves, 


Piheir histories and developments. He had an expert knowledge 


of English birds, and was a rare connoisseur of red wines. 


‘Psut in addition to such special subjects—and others might be 
7 nentioned—his general 
@Mixing once more in the last years of his life with many 


knowledge was quite remarkable. 


n so much younger than himself, his encyclopaedic knowledge 
Pecame not only a convenience but a source of pride to.the 
dspital. He would surprise a radiologist by detailing the 
listory of the invention and development of the dynamo ; and 
ithout hesitation give a complete list of the signs of the 
bdiac, or the dates and publishers of all the earlier editions 

the Encyclopaedia Britannica. How or why he remembered 
ich things was not divulged: yet he had never a good word 
3 his memory! He was more interested in facts than in 
Meories, but seldom gave full assent to any opinion expressed 


, 


before him. His method of meeting such a situation was 
highly characteristic. He would propound some opposing view, 
courteously and in no spirit of criticism or controversy: it 
appeared as an alternative suggestion which his opponent might 
care to consider, and there it was left. As a man of decided 
views this was an example of his wide tolerance for others: 
he assumed an honesty of purpose and that sufficed. One 
other great note of his character was his equanimity. He was 
never out of temper, never even ruffled, and he was ever ready 
to excuse faults which he would not wittingly have tolerated 
in himself. : 

Thursfield held the view that a memoir should deal more 
with the personality than with the career of its subject. It did 
not occur to him that in some instances the writer might 
encounter special difficulties in what is at best an unhappy 
business. In his own case there are no such difficulties: nothing 
to be glossed over, nothing to be suppressed. The chief notes 
of his straightforward character were truthfulness and tolerance, 
and for these he earned men’s high regard. 


J. SHAW DUNN, M.D., M.Sc. 
Professor of Pathology, Glasgow University 


John Shaw Dunn was one of the most eminent pathologists of 
his generation. Temperamentally a naturalist, his powers of 
observation were sharpened early by ranging over his native 
countryside in Ayrshire and on the streams and lochs where 
he loved to fish. Like many others, he owed much to the 
Department of Pathology of Glasgow University and Western 
Infirmary, where he became successively student, assistant, and 
lecturer-with Prof. Robert Muir. The individuality of his 
bent soon declared itself in the pursuit of problems which 
he made peculiarly his own, and it is of the chief of his many 
contributions to medical science that I wish to speak here. The 
first of these was the demonstration, along with J. W. McNee, 
of the pathological nature and mode of spread of gas gangrene, 
which was investigated at a mobile laboratory in France during 
the war of 1914-18 (published in this Journal, June 2, 1917). 
It was shown that gas gangrene is a disease of muscles and 
tends to spread in their long axis, so that single muscles are 
involved from end to end, while neighbouring ones are 
untouched. The essential materials used in this work were 
limbs amputated for gas gangrene and brought to the laboratory 
while the healthy muscles were still contractile. As a direct 
result there followed the successful conservative treatment of 
early gas gangrene by the resection of infected muscles. This 
revolutionary procedure spared many wounded men the mutila- 
tion of the older method of high amputation. 

After the war Shaw Dunn took up studies arising out of 
trench nephritis, which he followed with undivided and inde- 
fatigable enthusiasm for over twenty years along with numerous 
younger workers. He determined to bridge the gulf between 
the clinicians’ and the pathologists’ conceptions of nephritis by 
relating disturbances of renal function to the underlying 
structural changes. Throughout this period much experimental 
work was carried out on nephritis produced by chemical sub- 
stances such as oxalates. In particular, he followed the func- 
tional damage over considerable periods, and showed how the 
ultimate fate of a nephritic animal might depend on its intake 
of water sufficing to ensure the necessary excretion of nitro- 
genous waste products. But failure to reproduce that type of 
primary glomerulo-nephritis which so often characterizes the 
initial lesion in the human disease led him to concentrate 
attention on the state of the glomeruli in various acute and 
subacute renal disturbances. By Mallory’s method of staining 
he detected as the essential lesion abnormal hyaline thickening 
of the capillary walls and patency of their lumina, which had 
hitherto escaped attention. Further, he set himself to apply 
the modern theory of secretion of urine propounded by Cushny 
to the phenomena presented by subacute glomerulo-nephritis, 
lipoid nephrosis, and a proportion of pregnancy nephritis, where 
there is hydraemia with oedema but the related oliguria is 
associated with little or no impairment of the excretion of 
urea. In order to explain these conditions it is necessary to 
postulate, as Shaw Dunn showed, that the nephrons, because 
they are permanently dilated, must act continuously instead of 
with the: normal intermittency exhibited in health ; also- they 
will be somewhat permeable to protein. At the same time, 
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owing to absence of increased circulation of blood through 
the organ, the total glomerular filtrate remains unchanged, but 
since it is continually distrbuted over all the tubules, there 
is increased opportunity for reabsorption of salt and water, and 
so for.their increased retention. However, owing to the intact 
condition of the tubules the excretion of urea remains unaffected. 
On the other hand, where there is severe tubular damage as 
in some human diseases—e.g., yellow fever, and likewise in 
experimental nephritis from oxalates, mercury salts, etc.— 
retention of salt and water is due to the damaged lining of 
the tubules permitting excessive reabsorption of those sub- 
stances, as well as of urea. 

Shaw Dunn derived keen satisfaction from marshalling such 
evidence which was practically common knowledge but the 
implications of which had escaped due appreciation. He 
appeared at his best when discussing his views at meetings 
like those of the Pathological Society ; and one carried away 
an unforgettable image of the man with his clear-sighted and 
trenchant philosophy based upon an immense foundation of 
facts and first principles. It is greatly to be regretted that the 
large number of papers which recorded his observations and 
interpretations were never combined into a compact exposition. 
Nevertheless his contribution on the problems of nephritis is 
of the highest importance. Shaw Dunn’s last and most 
spectacular work was the discovery that alloxan has a selective 
toxic action on the internal secretory cells of the pancreas, which 
was published only last year. He was led to this by attempts 
to reproduce the kidney damage of the crush syndrome.- In 
examining the effects of various tissue derivatives he noted 
the peculiar clinical condition produced in rabbits by alloxan, 
found that it was associated with acute hypoglycaemia, and 
traced this to necrosis of the islets of Langerhans. The facts 
instant confirmation and their importance with 
recognition, especially in America. Subsequent work done in 
his laboratory has shown that by appropriate cosage and 
treatment a condition can readily be produced in animals 
which corresponds with chronic human diabetes. The premature 
floss of such a mind is indeed grievous. 

C:H-B. 


THOMAS EVANS, M.B., D.P.H. 


Or. Thomas Evans, formerly medical officer of health for 
Swansea, died at Ciliau Aeron, Cardiganshire, on May 1, 
aged 71. Born at Ciliau Aeron in 1873 of well-known farming 
stock he went to the local school, to the College School, 
Lampeter, and to Llanarth Grammar School. He began his 
medical education at University College, Aberystwyth, from 
which he entered University College Hospital, London. There 
he obtained the senior Fellow’s clinical medal, a_gold medal in 
medical jurisprudence, and a silver medal in hygiene and public 
health. He graduated M.B., BS.Lond. in 1899—the first of his 
year at University College. After holding the posts of house- 
physician and pathological assistant at U.C.H. he became first 
assistant at Croydon Fever Hospital. In 1909 he obtained the 
D.P.H. For two years he was assistant school medical officer 
under the Glamorgan County Council, from which authority 
he went to Pembrokeshire in 1910 as M.O.H. In 1911 he was 
appointed M.O.H. for Swansea. 


A colleague writes: By his appointment Swansea obtained a 
medical officer with a very remarkable mind which contained a 
considerable’ streak of genius. He came to Swansea at a time when 
the public health world was turning from environmental hygiene to 
that early diagnosis and treatment which is somewhat loosely spoken 
of as preventive medicine. He threw all his energy enthusiastically 
into the new movement. In a few years Swansea had a complete 
scheme of school and infant clinics, two maternity hospitals, ante- 
natal and post-natal clinics, a new isolation hospital, a child guidance 
clinic, and a municipal midwifery service. It may be surmised that 
all this was not imposed on the existing order of things without 
some little stir in local medical circles, which was not diminished 
by the medical officer’s distinct preference for whole-time officers. 
But he had a manner that disarmed wrath, and most of his opponents 
got to accept “Tom” with a smile. Moreover, he was quite con- 
tent to go out like Sir Peter Teazle provided he gained his objective. 
Indeed, though he usually simulated extreme simplicity and innocence, 
and though someiimes actually blind to the obvious, he could see 
deeply into the springs and motives that move men, and used often 
privately to laugh at human vanities, especially after gaining his 
point. He was a master of the soft answer that turneth away wrath. 
Of his many sayings three might be recalled: ‘“‘ Never break with 


———= 


anyone if you can possibly help it. It is such a nuisance to keep 
it up.” “‘ Selfishness is the requisite for wealth. It is their generosity 
that creates the poor.” ‘‘ Never make an enemy where you can 
make a friend.”” He was the founder, and for many years the 
honorary secretary, of the Welsh Branch of the Society of Medical 
Officers of Health, and its president in 1934. In 1929-30 he was 
chairman of the Swansea Division of the British Medical Associa- 
tion. He retired in 1939 to one of his father’s farms which he had 
retained and modernized, but continued to lead an active and 
energetic life to the end. He was a member of many committees 
connected with agriculture, and in 1943 was president of the 
Cardiganshire National Farmers Union. 


G. WAUGH SCOTT, M.D. 
We have received the following further tributes to the work 
and character of Dr. George Waugh Scott. 
P. H. H. writes: The late Dr. Waugh Scott was one of the out. 


standing medical men of his time in Malaya. In many ways he was 
a pioneer, having spent some years in one of the most isolated and 


‘primitive areas in that country, where he was M.O. to one of the 


largest tin-mining groups. Here he at once showed his organizing 
abilities and his immense capacity for work. It was, however, when 
he came to Sungei Siput, a small village in the midst of rubber 
estates, that in the course of 25 years he built up an immense 
practice, by sheer hard work, professional ability, and kindness of 
heart. Here his name amongst the native population ‘was one to 
conjure with. His reputation spread all over Malaya, and patients 
would travel hundreds of miles to seek his advice and treatment, 
When he went on leave, which was on very rare occasions, and | 
acted for him, the disappointment expressed by his patients at seeing 
a new face, and not their doctor, demanded an apology from me 
for my presence. He saw and treated all his out-patients at his 
house, a part of which he had converted into a surgery. Here, from 
dawn, would collect a crowd of different nationalities patiently wait. 
ing, at times even for a whole day, when Scott was visiting his 
distant estates miles apart. However worn out, he would, on his 
return, attend to each and every one for a small fee, and often for 
nothing. An acutely ill patient, or any surgical emergency, he would 
personally motor in to the hospital, where I was stationed, 15 or 2% 
miles distant. The natives said that he was possessed of the “ lucky 
hand,” which always helped to cure them. The remarkable featur 
of his practice was the different nationalities who attended his clinic, 
A knowledge of three or four languages was essential. His work 
in the supervision of antimalarial measures on estates, but more 
particularly his connexion with the Great Dam built by the Perak 
Hydro-Electric Company in the midst of virgin jungle, will always 
stand to his credit. The Japanese invasion and the destruction of his 
work was, I know, a life-long disappointment to him. It is som 
consolation to know that he was not there at the time. With his 
devoted wife, the Scotts entertained their neighbours, and gave 
unlimited hospitality to their friends, both rich and needy. Their 
great kindness and help to many ensured a degree of popularity 
hard to estimate. She was his helpmate, both with his work and 
his outside interests. His qualities of strict honesty, charity, and his 
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true religious ideals claimed the highest respect and regard from all 
but more particularly from me, who had the immense advantag 
of many years’ close association with him. When Malaya is fret 
again the name Waugh Scott of Sungei Siput will still be remembered 
in that neighbourhood and elsewhere. 

F. H. J. writes: Since returning home from Malaya Waugh Scotti 
practised at Malvern Link. Here he won the deep and abiding 
affection of the people. A skilled practitioner, he healed thei 
wounds. A man of great understanding, kindliness, sympathy, ané 
wisdom, he healed their minds and comforted their sorrows. Th 
poor and aged were more to him than those of high estate. A mai 
of deep religious conviction, his whole life was based on the teaching 
and example of his Master. No wonder that such a man was greatl 
loved, and that there are many sad hearts and tearful eyes at hi 
going. To his widow and to his son Dr. Gavin Scott we ext 
our sympathy. 

Sir CUTHBERT WALLACE 


Surgeon Rear-Admiral G. GorRDON-TAYLOR, C.B., writes: 
The appreciative obituary notices of the late Sir Cuthbe 
Wallace have perhaps been slightly lacking in their emphast 
upon the outstanding part which he played in placing f 
abdominal surgery of war on the map of “ field surgery.” TI 
opinion of administrative authority at the commencement ¢ 
the war of 1914-18 was strongly opposed to a policy of opé 
tive interference in gunshot wounds of the belly, this viet 
being based on the experience of the South African War. 
incredulity and the impatience of the youthful surgeons of 
“ forward area,” and the significant evidence of the post-morté 
room, soon convinced Sir Cuthbert that operative surgery # 
the “forward area” must be invoked if those with fright 
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lacerations of the intestine and bleeding wounds of the mesen- 
tery were to be saved. The story may now perhaps be told 
how he surreptitiously carried up instruments in his pockets 
to forward surgical formations to implement the hands of 
those whose surgical activities in the belly would otherwise be 
impaired by lack of the instrumental wherewithal for oper- 
ations envisaged. As a result of his connivance and his inspira- 
tion abdominal surgery in the field was born ; and in the early 
months of 1915 the late John Campbell successfully operated 
on the first gunshot wound of the stomach. Owen Richards 
performed the first successful small-intestine resection, and 
Claude Frankau the first resection of the colon for gunshot 
injury. 

His book on the Abdominal Injuries of War has been my 
surgical bible since its publication, and it is characteristic of 
the author that the work was dedicated “to the stretcher- 
bearer.” I once ventured to write in a prefatory note to a 
small contribution of my own on the same subject, with his 
permission and, I believe, to his pleasure: “ Sir Cuthbert must 
surely be the patron Saint of all those interested in abdominal 
surgery of war and of the man stricken in the belly.” I am 
certain that many of the older generation of surgeons who 
served in France a quarter of a century ago would subscribe 
eagerly to that tribute to-a great consulting surgeon. 

Sir Cuthbert was also possessed of an almost magpie shrewd- 
ness whereby he discerned and picked out the gem or _ the 
kernel in any matter‘under consideration or discussion. Those 
who worked under his chairmanship on the War Wounds Com- 
mittee of the Medical Research Council realized this; and I 
also remember, as a member of a surgical travelling club, 
standing with him on the railway platform at The Hague, where 
we had been watching Schumacher performing a series of 
gastrectomies, how Sir Cuthbert quietly remarked: “ The key 
to gastrectomy is the mobilization of the lesser curvature ; once 
you have done this you can do any method of gastrectomy 
you like.” That is very true, but it required Sir Cuthbert to 
crystallize this in a few words. 

Others have written of his absolute honesty, his altruism, 
and his kindness and charm. It is good to have had the 
ital of knowing Cuthbert Waltace. 
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UNIVERSITY OF CAMBRIDGE 


The following candidates have been approved at the examination 
indicated : 


Finat M.B.—Part I (Surgery, Midwifery, and Gynaecology): P. Allebone, 
J. D. Andrew, T. C. Beard, M. F. Bethell, D. G. Bratherton, G. N. Cooke, 
G. S. Crockett, J. M. Davis, C. H. de Boer, H. J. Dismorr, E. J. Dowling, 
J, A. Dudgeon, M. A. Epstein, G. L. Evans,’T. P. S. Frew, J. S. R. Golding, 
B. A. J. C. Gregory, P. F. Haggart, D. W. Hall, F. G. J. Hayhoe, P. R. 
Headley, E. W. Heining, A. Hill, S. M. Hilton, J. G. Holmes, W. R. Horsfall, 
E. G. Jenner, E. D. Jones, J. D. S. Knight, W. Kwantes, K. W. Leech, J. R. 
May, E. T. G. Meade-Waldo, D. J. Morton, J. P. D. Mounsey, E. W. Nation, 
G. A. Newsholme, M. Newton, M. B. Paul, G. F. Roberts, J. M. Roberts, 
P. K. Robinson, F. S. Sinker, C. A. Storr, J. M. Stowers. J. M. Thomas, 


K. Till, B. H. Vawdrey, M. H. D. Veale, P. R. Westall, D. Wilkes, R. J. 
Williams, L. Wolman, M. F. T. Yealiand, G. Yerbury. Women: E. M. Davies, 
M. H. Jordan. 


ROYAL COLLEGE OF SURGEONS OF ENGLAND 
At an ordinary meeting of the Council of the Royal College of 
Surgeons held on June 8, Prof. F. Wood Jones, F.R.S., was 
appointed the next Robert Jones Lecturer. 


SOCIETY OF APOTHECARIES OF LONDON 
At a meeting of the Court of Assistants under the chairmanship of 
Sir Stanley Woodwark Sir Hugh Lett was re-elected as the Society’s 
fepresentative on the British Portgraduate Medical School, Dr. J. ,P. 
Hedley on the Central Midwives Board, and Mr. L. Vernon Cargill 
on the Central Pharmaceutical War Committee. The report of the 
death of Dr. John S. Fairbairn, a retired member of the Court, was 
Teceived with great regret. A gift of silver was received ‘from 
Sir Buckston Browne, Honorary Freeman of the Society; and a 
number of medical books from Miss N. Farrer-Viner. The Gillson 
Scholarship in Pathology was not awarded for 1944. 
The following candidates have passed in the subjects indicated : 


PATHOLOGY, BACTERIOLOGY, AND FORENSIC MEDICINE.—A. W. Banks, R. W. 
Barr-Brown, M. J. Blunt, R. H. Boardman, A. M. Earle, D. I. T. Edwards, 


/N. S. Halibi, M. A. Hamdy, R. K. Haslam, P. W. T. Hollis, E. A. Humphrey, 


A. Leeming, W. H. Lillywhite, T. Y. Martin, H. R. Mohammed, I. A. 
Nazroo, D. T. H. Paine; D. D. Rosewarne, J. K. Sugden, I. W. Williams, 
A. P. Wolstenholme, E. A. Wright. 


Surcery.—E. S. L. Allott, R. H. Boardman, P. D. Bryant, 
N. J. Caldwell, P. V. G. Dawson, T. H. Eustace, P. W. T. Hollis, E. A. 
Humphrey, F. R. S. Knight, P. E. Mars, A. H. Pote, C. R: P. Sheen, J. C. 
Stephens, E. G. Wright. 2 

MepicinE.—R. W. Barr-Brown, A. E. Bernstien, R. H. Boardman, P. L. 
Brangwin, J, L. Brennan, N. J. Caldwell, D. A. Cox, B. E. Dawes, A. M. 
Earle, C. C. Gibbons, R. J; H. Hodges, P. W.*T. Hollis, R. M Holmes, 
E. D. C. Jones, W. H. Lillywhite, I. A. Nazroo, E. H. Osborn-Smith, A. H. 
Pote, J. C. Stephens, J. K. Sugden, A. G. Wolstenholme. 

M:DwiFERY.—A. W. Banks, R. W. Barr-Brown, R. H. Boardman, D. E. M. 


D. Cappon, 














Brown, A. St. J. Dixon, M..K. A. El Banhawy, T. C. McC. Gilmore, P. W. T. 
Hollis, F. R. S. Knight, E. Levené, K. Lewis, C. G. Martin, P. E. Mars, 
A. R. McWhan, J. Middleton, J. C. Stephens, K. Talboys, D. A. Tait, R. A. 
Wilkinson, E. A. Wright, E. G. Wright, I. A. Williams. 

The Diploma of the Society was granted to the following: 

A. W. Banks, R. H. Boardman, A. E. Bernstien, P. L. Brangwin; J. L. 
Brennan, D. E. M. Brown, P. D. Bryant, P. V. G. Dawson, A. M. Earle, 
M. A. Hamdy, R. K. Haslam, R. J. H. Hodges, P. W. T. Hollis, F. R. S. 
Knight, W. H. Lillywhite, T. Y. Martin, P. E. Mars, J. Middleton, J. C. 
eg J. K. Sugden, D. A. Tait, K. Talboys, A. G. Wolstenholme, E. G. 

right ‘ 

The Postgraduate Diploma of Master of Midwifery was granted to G. D. N.° 
Milne, M.B., B.S., D.R.C.O.G. 

The Services 
Major (Temp. Lieut.-Col.) H. H. Kenshole and Capt. (Temp. 


Major, acting Lieut.-Col.) P. L. E. Wood, M.B.E., R.A.M.C., have 
been awarded the D.S.O., and Capt. D. H. R. Montgomery, 
R.A.M.C., has been awarded the M.C., in recognition of gallant and 
distinguished services in Italy. 

The London Gazette has announced the award of the D.F.C. to 
Acting Wing Cmdr. J. C. MacGown, R.A.F.V.R. 

The Efficiency Decoration of the Territorial Army has been con- 
ferred upon Col. (Temp. Brig.) J. S. Fulton, Lieut.-Coi. J. A. 
Hooker, Majors (Temp. Lieut.-Cols.) W. M. Arnott, M.C., C. E. W. 
Bower, and F. H. Hollingshead, and Majors A. D. Briscoe and 
E. R. C. Walker, R.A.M.C. 

Temp. Surg. Lieuts. I. H. Miller and G. H. Murray, R.N.V.R., 
have been mentioned in dispatches. 

Temp. Surg. Lieut. R. C. E. Norman, R.N.V.R., has been men- 
tioned in dispatches for outstanding services when his ship was 
torpedoed. 

The following medical officers have been mentioned in dispatches : 
Air Vice-Marshal A. E. Panter, K.H.S.; Air Cdre. K. Biggs, M.C.; 
Group Capts. V. S. Ewing, J. M. Kilpatrick, and W. J. G. Walker; 
Wing Cmdrs. J. S. Carslaw, G. B. MacGibbon, G. H. Stuart, J: H. 
Neal, and V. H. Tomkins; Wing Cmdrs. C. W. Kidd, A.A.F., and 
R. W. B. Ellis, G. P. Arden, C. R. E. Freezer, G. B. Graylin, and 
J. C. MacGown, R.A.F.V.R.; Squad. Ldr. (Miss) A. D. M. Adams; 
Squad. Ldrs. M. R. Chassels, D. C. Farquharson, M. L. Maley, 
C. A. C. O’Connor, J. A. Partridge, D. Stevenson, R. Mortimer, 
R. F. Stubbs, J. Watson, J. E. M. Barnes, J. Colover, R. Cunning- 
ham-Jones, D. G. Evans, T. W. Branch, D. L. Johnson, R. W. Lass, 
J. McA. McArthur, E. E. Philipp, N. P. Shields, J. M. Smiles, 
P. G. Todd, and J. L. Trainer, R.A.F.V.R., and J. B. Murphy, 
R.A.F.O.; FI. Lieuts. M. W. Arthurton, R. E. Brandon, I. Donald, 
I. D. Gebbie, A. G. Hardy, J. K. McCabe, G. E. Phillips, R. K. 
Phillips, and C. S. N. Swan, R.A.F.V.R.; Flying Officer R. G. 
Magner, R.A.F.V.R. 


CASUALTIES IN THE MEDICAL SERVICES 


Killed in action.—Lieut. §. M. Green, R.A.M.C. 
Killed Squad. Ldr. R. G. S. Grant, R.A.F.V.R. 
Missing.—Capt. D. H. Nelson, R.A.M.C. 


DEATHS IN THE SERVICES 


The following further details of the career of Col. JAmMEs 
CRAWFORD KENNEDY (see Journal, May 20, ‘p. 704) have been sent 
by a correspondent: Early in his service in the R.A.M.C. he dis- 
played special interest in bacteriological research, and when serving 
in Malta was appointed a member of the Royal Society’s Commis- 
sion on Mediterranean Fever under Sir David Bruce. He discovered 
the first clue to the relationship between Malta fever and contagious 
abortion. From 1909 to 1913 he was assistant professor of pathology 
at the Royal Army Medical College under Sir William Leishman, 
and was a member of Leishman’s team working on the perfection 
of Army typhoid vaccine originated by Sir Almroth Wright. While 
in India in 1913 he investigated an outbreak of beriberi among the 
British troops and devised and organized measures which rapidly 
proved effective in stamping out the disease: for this he received the 
thanks of the Government of India. During the greater part of the 
1914-18 war he did valuable work as officer commanding station 
hospital, and bacteriologist, enteric convalescent depot, Naini Tal, 
for which he was mentioned in dispatches from India. Kennedy 
had served as chairman of the joint medical service committee upon 
the incidence of tuberculosis in the Services, and had also’ been War 
Office representative to the British Association for the Prevention 
of Tuberculosis. 
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Medical Notes in Parliament 








Certificates for Special Foods 

Sir ERNestT GRAHAM-LITTLE reported on June’8 that there was 
an official requirement that “doctors issuing certificates for 
patients requiring certain special foods must give the clinical 
and biochemical data on which the diagnosis was based, and 
that certificates so completed were required to be submitted 
to the local food committee, so that a lay body was charged 
with revision of the medical certificate and was put into posses- 
sion of details concerning the patient involving a breach cf 
professional confidence. Col. LLEWELLIN said Sir Ernest was 
misinformed. Arrangements for granting extra or special foods 
to invalids were such that either the foods were immediately 
made available against a medical certificate stating only the 
medical condition of the applicant, or, where the medical certi- 
ficate had, at the request of the Food Rationing (Special Diets) 
Advisory Committee of the Medical Research Council, to con- 
tain the clinical and biochemical details on which the diagnosis 
was based, it was at once transmitted, through the agency of 
the Ministry of Food and its local offices, to that committee 
for consideration. At no stage was a detailed medical certi- 
ficate submitted to a local food control committee or any other 
lay body for consideration or revision. The procedure had 
recently been re-examined by the Ministry of Food and 
approved by the Food Rationing (Special Diets) Advisory 
Committee. 


_Discussions with Socialist. Medical Association 


Sir ERNEST GRAHAM-LITTLE asked on June 8 whether the 
Minister of Health, in preparation of his Bill determining the 
future conditions of medical practice, had consulted, or pro- 


_posed to consult, the body calling itself the Socialist Medical 


Association. Mr. WILLINK answered that he had not had any 
discussions with this association since the issue of the White 
Paper, but would, of course, be glad to do so if it wished. He 
was anxious to hear the views of all concerned before the 
stage of legislation. 


Wartime Diet and Health 


Col. LLEWELLIN on June 9 opened a debate on the Estimates 
for the Ministry of Food. He said the country would be able 
to maintain existing ration scales in everything for the rest of 
the year, except in milk, which had a _ seasonal variaiion. 
Despite increased military traffic on railways and roads, food 
supplies were getting through well, and there had been no 
call on the emergency supplies which had been laid in. He 
had undertaken to make, during the earlier stages of the libera- 
tion of Southern and Western Europe, a. generous contribution 
towards the foodstuffs which the combined military authorities 
assessed as necessary for the liberated peoples. It would be 
absurd for this country, which was itself an importer, to make 
long-term provision of foodstuffs for Europe, or to cut down 
our reduced standard of living so that this provision could be 
made. The evidence available showed that in the United King- 
dom national health had been maintained. There was no 
general loss of weight. Adolescents showed an increase, but 
there was some sign of a loss of the “ middle-aged spread.” 
There was no sign of impaired resistance to infectious diseases. 
Infant mortality reached its lowest level in 1942, and had main- 
tained the same rate last year. Nevertheless the nation had 
been on a little-varied diet for some time, and more variety 
would be good. He would have to reduce on June 18 the milk 
allowance, though not to priority consumers, from four pints 
to three pints a week. He hoped to restore the cheese ration 
to three ounces before winter. Soft fruit would be short. It 
was impossible to carry fresh fruit about the country and dis- 
tribute it evenly. He hoped to get oranges from Palestine, 
South Africa, and Spain. The Ministry was bringing in 17,000 
tons of lemons, and he hoped to keep up that supply next year. 
This year he hoped to get apples from Canada, dates from Iraq, 
raisins from Cyprus, and 32,000 tons of Turkish dried fruit. 
Bread was better. The oats, rye, and barley’ had gone from 
it, and the only cereal in the loaf was wheat. The next four 
years would be a period of world shortage in dairy products 
and meat. We must produce as much as possible of these at 
home. He desired to see the National Milk Scheme and the 
milk-in-schools scheme continued, but to discontinue mil< 
rationing and meat rationing as soon as possible after the war. 
The orange-juice scheme had been a success with mothers. and 
young children. The take-up was well over 50%. He wished 
to see this continued after the war. 

Mr. WILFRED ROBERTS said that some doctors were not happy 
about national health: There had been an improvement during 


fulfilled certain minimum standards. 


the war, but there were signs last winter that the health of the 
country was not so good. One local survey found symptoms 
of rickets in 10% of-infants. Better distribution of more stan- 
dardized vitamins would meet the problem. Doctors also 
criticized the fats position. Wartime rationalization made it 
difficult for people to get the purer grades of milk. 

Col. ELLioT said the health of the country was not so good 
as the figures seemed to indicate. People drove themselves to 
work, which diminished the sickness statistics. One could not 
feel happy about the tuberculosis statistics, especially in Scot- 
land. Greater variety of food was needed. Lady APSLEy said 
the Government should make sure that children were not 
deprived of cod-liver oil and fruit juices through the ignorance 
or laziness of their mothers. National bread had improved 
the children’s teeth and should be retained in use after the 
war. Mr. WootTron-DaviEs contended that the issue of fruit 
juices and vitamins should be continued to children up to the 
age of 7 instead of 5. Sir Henry Morris-Jones considered 
that all could do with more protein. People did not now 
recover so rapidly and readily from illnesses. 


Administration of Milk Regulations 


In the House of Commons on June 13 the Food and Drugs 
(Milk and Dairies) Bill passed- through the Committee stage, ” 
A long debate took place on an amendment to Clause 1, 


- moved by Mr. ERSKINE HILL, which, he said, would ensure 


that a dairy farmer was not struck off the register or refused 
registration solely because, in the opinion of the Minister of 
Agriculture (which meant in the opinion. of his servants), the 
regulations would not be complied with. The amendment pro- 
vided that the dairy farmer could only be removed on proof 
of some definite act or fault on his part. A right of appeal 
to an independent Court was asked for. In reply Mr. Hupson, 
Minister of Agriculture, said the Bill was designed to try to 
improve the milk supply. The system which had been in 
operation under the Ministry of Health and the local authori- 
ties for the last 10 or 15 years had failed completely to achieve 
this purpose, and the Government had decided that a new 
system ought to be tried. This was the new system. They were 
concerned to secure, if it was humanly possible, the children 
of this country from the danger of drinking unsafe or unclean 
milk. All the clause was designed to do was to ensure that 
a man should not be registered, coming new into the industry, 
for the provision of milk for sale to human beings unless he 
If the Minister of Agri- 
culture was made responsible for the production of clean milk 
he must be given the necessary powers. To meet the question 
of an appeal, he proposed to ask the Milk Marketing Board 
and the National Farmers’ Union to nominate a series of 
panels, consisting of his superintendent veterinary officer for the 
region and one member from both of the two nominating 
bodies. To these panels the dairy farmer could appeal if he 
disagreed with the recommendation of the Ministry’s inspector. 
If a panel’s decision was unanimous he (the Minister) would 
accept it. The amendment was negatived. 

During a further discussion Mr. Hudson undertook to set 
up county advisory committees, which should consist, broadly 
speaking, of his veterinary representative, probably someone 
with the qualifications of a sanitary inspector, the medical officer 
of ‘health for the county, and some representatives of the local 
authority, the smaller authorities, and representatives of the 
Milk Marketing Board and the National Farmers’ Union. 
These committees would act as general supervisory committees 
over the administration of the milk regulations in the particular 
counties. He also proposed to set up a central advisory com 
mittee in London, containing representatives from the various 
county committees. 

Horton Hospital 


On June 13 in the House of Lords the Eart oF CorK AND 
OrRERY drew attention to the conditions with regard to food 
under which military patients lived in Horton Hospital, Epsom. 
He said he was not making any direct attack on the hospital 
and certainly not on the medical treatment which the patients 
received, for that, he understood, was first-class. The chief 
complaints he had heard had been in regard to the quantity and 
quality and the service of food. He had heard of overcrowding 
in certain wards, inattention to the patients, and a general want 
of system in the whole administration. 

Viscount DAWSON OF PENN said it was admitted that the feed- 
ing arrangements at Horton had not been satisfactory. The act 
building was good, but it was never meant for a hospital in the 



















ordinary sense of the word ; it was a place for mental patients 
in the old days. The hospital was spread out—it was almost 
a Sabbath-day’s journey to go from one part of it to anothe 
and the only way to provide hot food in some of the mo 
distant wards would be by means of trolleys. 
was one of the best. He was not talking of the culinary sidé 
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of it, but the hospital was reckoned by those of them who knew 
it as one of the best hospitals for good work for the sick and 
wounded that they knew of. 

The EARL OF MuNSTER said that Horton Hospital was admiris- 
tered by the London County Council under arrangements made 
with the Ministry of Health, and general supervision was exer- 
cised by the Ministry to ensure that the treatment and welfare 
of the patients were satisfactory. It was one of the largest 
E.M.S. hospitals in the country and could accommodate 2,300 

tients. Some of the wards were a very considerable distance 


from the main kitchens, which had, in addition, to cater for the’ 


patients and the staff as a whole. Consequently the facilities 
for cooking and serving meals were-very inferior to those which 
Horton was visited 
under the new scheme of inspection in February last, and it 
was found that the general standard of the feeding arrangements 
was not satisfactory. A further visit was made to the hospital 
on May 30 by officers of the Ministry of Health and Ministry 
of Labour, and although the feeding arrangements were then 
found to have been much improved, it was clear that further 
action was still needed. As a result steps were taken by the 
L.C.C. to introduce a greater variety into the menus, and a 
catering administrator was to be appointed at once. Taking into 
account that many of the patients would be on low diet, it was 
thought that with appropriate management and avoidance of 
waste the. civilian rations in hospitals receiving a substantial 
number of Service patients should suffice. Service men, how- 
ever, had been accustomed to considerably larger meat ratiqns, 
and it had been agreed that provision should be made for a 
necessary margin. Measures were being taken to increase the 
kitchen and administrative staffs. New gas mains were being 
laid, and electrical equipments were being fitted to some trolleys. 
Extra machines for the preparation of food and _ twelve 
refrigerators were being installed. There was some justification 
for the complaints which had been made, but it was hoped that 
these difficulties would finally be resolved. 


Vaccination in Gibraltar 


Mr. VIANT on June 13 asked the Secretary of State for the 
Colonies whether Rule 5 of the temporary rules for the vaccina- 
tion of people resident in Gibraltar during the outbreak of 
smallpox in February and March contained any recognition of 
conscientious objection to vaccination; and what authority 
existed for imposing vaccination on persons leaving a colony. 


Col. STANLEY said that Rule 5 did not make vaccination. com- | 


pulsory ; its effect was simply to make it clear that persons 
who had not been vaccinated might not leave Gibraltar. The 
absence, therefore, of the element of compulsion made unneces- 
sary, in this particular rule, any reference to the recognition of 
the rights of conscientious objectors. The rules were made by 
the Governor under the authority conferred on him by Section 
209 of the Gibraltar Public Health Ordinance. 


Scottish Health Services 


The House of Commons, in Committee, discussed the esti- 
mates for the Housing and Health Services for Scotland on 
June 20. Mr. JoHNSTON said he had asked for a comparative 
table of health statistics, and the Chief Medical Officer of Health 
for Scotland had reported that, in spite of the strains and stresses 
of four years of war, by and large the health of the people of 
Scotland, despite a breach irt the wall here and there, was. better 
than in the last pre-war year. The number of live births was 
up by 1.2%. The death rate was up 0.7 per 1,000 of the popu- 
lation compared with the last pre-war year. Since 1939 the 
figures for stillbirths had been reduced by 6 per 1,000 of the 
total population, and there was a steady decline year after 
year. Compared with.1938 the maternal mortality figure was 
down by 1.2 per 1,000 live births. In 1938 the maternal deaths 
totalled 432, in 1943 364, and year after year the rate was 
coming down, however slowly. The lowest rate for maternal 
mortality ever recorded in Scotland was in 1943—3.7 per 1,000 
live births. The reduction in infant mortality—deaths under 
1 year of age—in 1943, against 1938, was 4.3 per 1,000 
live births. That rate was still too high, and was nearly one- 
third worse than the rate for England. The Scientific Advisory 
Committee was now considering the high proportion of neo- 
natal deaths due to infections at home and in hospitals. 


Infeetious Diseases in Scotland 
With regard to the notification of infectious diseases, diph- 


‘theria notifications fell from 10,786 in 1938 to 9,255 in 1943. 


Scarlet-fever notifications were down about 4,500. Measles 
and whooping-cough showed a remarkable reduction, being 
down from 33,000 in 1938 to 23,000 in 1943. In 1938 diph- 
theria deaths among children totalled 430, but in 1943 they 
\ Immunized children showed only one death 
In every 163 cases, while non-immunized children showed one 


.to coming to the House of Commons. 


death in 18. Pressure was still going on to increase the number 
of children immunized in schools. Notifications of cerebrospinal 
fever had fallen 55% since 1940. Here, again, the 
Department expected a report from the Scientific Advisory 
Committee on treatment by sulphonamide drugs. The fatality 
rate for cerebrospinal fever had fallen, it was alleged, by 50% 
as a result of this treatment by sulphonamide drugs. 

In the enteric group of diseases typhoid and paratyphoid A 
and B, taken together, showed that notifications were down by 
one-half since 1938. There were 288 notifications of typhoid 
in 1938 and 160 in 1943. There were no notifications of para- 
typhoid A in 1943, and 60 of paratyphoid B. There were 
more dysentery notifications than in 1938. This problem appar- 
ently was also exercising the authorities in England. The 
Scientific Advisory Committee—Sir John Orr’s committee— 
with Prof.: Mackie as chairman of the subcommittee, was 
reviewing the available evidence about the cause or causes of 
this increase in dysentery. In 1938 there were 2,648 cases of 
dysentery, and in 1943 3,425 cases. There was only one case 
of smallpox in 1943. 

Venereal disease was a very difficult subject, on which there 
was a great deal of difference of opinion, both about methods 


.of treatment and the powers that ought to be given to local 


authorities. The question of notification covered a vast field 
of dispute. The Church of Scotland had come down strongly 
on the side of compulsory notification. Some of the other 
Churches were against compulsory notification, but a large num- 
ber were, with the local authorities, in favour. The Department 
were in contact with all these bodies, and they were trying to 
reach the maximum amount of common agreement preliminary 
The report of the 
Committee of Inquiry showed that in 1938 new cases of syphilis 
under treatment at clinics rose from 2,990 in that year to 4,841 
in 1943. In 1938 there were 5,133 cases of gonorrhoea, and 
in 1943 5,437. 

Notifications of pulmonary and non-pulmonary tuberculosis 

were on the increase, having risen from 7,565 in 1938 to 10,088 
in 1943.- The figures for the first quarter of 1944 showed a 
diminution—it might be only temporary—against the first 
quarter of last year. In 1938 there were 3,431 deaths from 
tuberculosis, and 3,959 in 1943, an increase of about 520. They 
had been able substantially to increase the number of beds in 
tuberculesis institutions in Scotland, from their civil defence 
hospitals, from 5,300 beds to 6,300. The real difficulty was not 
the beds but the provision of nurses and domestic staffs in these 
hospitals. Many institutions were grievously short of these. 
The number of probationer nurses was increasing, but not 
sufficiently to meet the demand. -The Department had taken 
the best advice they could on the question of nurses from 
medical men and the nursing associations, but obviously the 
Minister of Labour would hesitate to direct civilian employees 
compulsorily into T.B. institutions. The Advisory Council 
were opposed to compulsion on the ground that they would not 
get the right type of nurses in that way, and that if they did 
the nurses they got would not be too friendly disposed, and 
their presence might do more harm to the patients than 
otherwise, 
- The Department had done everything possible to appeal 
for part-time volunteers. There were only two additional 
sources which he thought they could tap: one was the 
Women’s Voluntary Service; the other suggestion, made by 
Dr. Laidlaw of Glasgow, was that some empty houses should 
be taken and used for sleeping accommodation for men who 
were otherwise fit and able to go to their work. This had been 
tried in Russia, he was told, with some considerable success, 
and he was prepared to try it if houses were available. 

The best. evidence of the improvement in health compared 
with 1938, Mr. Johnston said, was contained in the reports of 
the sckool medical officers on the weighing and measuring of 
school-children. These showed, by and large, that the health 
of Scotland was being maintained so far as women and 
children were concerned, although in regard to tuberculosis 
they went back. He hoped for considerable results from the 
Scottish Council of Health Education. The object was to 
encourage education in the science and art of healthy living 
and the principles of hygiene, and to assist local authorities in 
publicity or propaganda for health purposes. 


The Housing Problem in Scotland 


With regard to housing, Mr. Johnston said that over 75,000 
war-damaged houses had been restored, and arrangements had 
been made to erect 2,000 new houses in specially badly hit areas. 
There were 600 shops or houses requisitioned and repaired as 
temporary dwelling-houses. ‘There would be, although not 


‘immediately, some augmentation of the housing programme 


through the provision of steel houses of new and improved 
types. The Government was doing everything it could to 
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arrange for mass servicing of housing sites, providing water, 
drainage, roads, etc., for some 40,000 houses. He was doing 
his best to get 100,000 factory-made houses, of the emergency 
ten-year-life type, for Scotland. 

Lieut.-Cmdr. HuTCHISON urged that the most essential single 
factor in the health of the nation was the provision of better 
housing conditions. That point, he said, was brought out very 
strongly in paragraph 7 of the paper issued by the British Medi- 
cal Association on the national health services. He did not 
believe that any amount of organization or reorganization of 
the medical services would, by itself, bring about any improve- 
ment in the nation’s health unless and until they had as a 
foundation-stone good sound houses, fitted with modern sani- 
tation and proper wafer supplies. 

Dr. ELLioT said that the programme for permanent building 
was not enough, nor were the proposals for the labour supply 
to handle the materials adequate. Until the Portal house had 
been lived in it was not safe to say that it was a suitable house 
to put into flow production. 

Mr. HuBBARD said that the conditions now existing in the 
maternity services should be taken seriously into consideration 
before those services were divided. The same thing applied to 
the services relating to infectious disease. The closest collabora- 
tion between the medical services, including the welfare service, 
should be explored before any alteration was made. The 
Department would be well advised to spend much more on 
preventive measures. 

Major LLoyD, who emphasized the importance of the dental 
service, asked the Secretary of State, before committing him- 
self to any future plans, to consult those best qualified to speak 


on the whole question of the medical, hospital, and allied ser- _ 


vices and their future administration. ; 

Mr. WEstTwoop, replying to the debate, said that all the 
suggestions which had been made would receive serious 
consideration. 

Nutrition in the Colonies 


In a reply on June 21 to Mr. Creech Jones Col. STANLEY 
said that for some years now nutrition committees had been 
functioning in a large number of Colonies. Many had done 
valuable work. Following on the resolutions of the Hot 
Springs Conference, he communicated further with Colonial 
Governments as to their nutrition policy. The Medical 
Research Council recently formed a Human Nutrition Research 
Unit. This, under the direction of Dr, B. S. Platt, was engaged 
in investigations on colonial nutrition and offered hospitality 
for study and research to nutrition workers from the Colonies. 
The unit would also be ready to advise Colonial Governments 
on technical questions. Its formation was a first step towards 
a wider organization to include both teaching and research. 
He hoped that in the near future Dr. Platt would again visit 
certain Colonial territories to investigate the position and advise 
on future plans. 
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In England and Wales measles and whooping-cough rose in 
incidence by 320 and 200 notifications respectively, but the 
totals for scarlet fever and acute pneumonia fell by 51 and 56. 

The notifications of diphtheria were 1 fewer than the record 
low total of the preceding week. Lancashire notified 95 more 
cases of whooping-cough than last week, but London’s total 
fell by 41.- Measles notifications exceeded last week’s totals in 
Lancashire by 93, in Northumberland by 65, in Wiltshire by 
52, and in Southampton by 45, but the incidence fell in London 
and in Essex by 29 each, and in Middlesex by 24. 

Dysentery notifications were 6 fewer than last week. The 
only new outbreak of any size was in Gloucestershire, Bristol 
C.B., 17. Other important centres of infection were London 38, 
Lancashire 27, and Derbyshire 12. 

In Scotland there was a general diminution in the incidence 
of infectiovs diseases; the only exception being a rise of 39 
in the notifications of diphtheria. There was a small rise in 
diphtheria notifications in most registration areas. 

In Eire the total notifications of measles were 74 more than 
last week, and of diphtheria 34—the latter contributed mainly 
by Dublin C.B. A fourth case of typhus was recorded in Ros- 
common, Castlerea R.D. Scabies is prevalent in Cork C.B. ; 
the M.O.H. states that a conservative estimate would put the 
cases at 15,000 to 20,000. 


Week Ending June 17 


The notifications of infectious diseases in England and Wales 
during the week included : scarlet fever 1,544, whooping-cough 
2,628, diphtheria 456, measles 2,623, acute pneumonia 490, 
cerebrospinal fever 58, dysentery 191, paratyphoid 5, typhoid 8. 
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INFECTIOUS DISEASES AND VITAL STATISTICS 


We print below a summary of Infectious Diseases and Vital 
Statistics in the British Isles during the week ended June 10. 


Figures of Principal Notifiable Diseases for the week and those for the corre- 
sponding week last year, for: (a) England and Wales (London included). (b) 
London (administrative county). (c) Scotland. (d) Eire. (e) Northern Ireland. 

Figures of Births and Deaths, and of Deaths recorded under each infectious disease, 
are for: (a) The 126 great towns in England and Wales (including London), 
(b) London (administrative county). (c) The 16 principal towns in Scotland. (d) 
The 13 principal towns in Eire. (e) The 10 principal towns in Northern Ireland. 

A dash — denotes no cases; a blank space denotes diszase not notifiable or 
no return available. 








































































































1944 1943 (Corresponding Week) 
Disease 
(a) |b)|@|@M)/ CO] @ ||} O!]@]@© 
Cerebrospinal fever .. 66 6| 21 2 2 50 2; 30; 35| §& 
Deaths AA = 1 z 1 3 
Diphtheria 470} 28] 163) 87) 25} 607) 45) 178) 51) 27 
Deaths 3 1 1 2} — 71. 3 | & 
Dysentery ay ee 181; 38) 80) —|— 127; 10) 135) — 1 
Deaths ais — ee a 
Encephalitis lethargica, 
acute os KX 2 1} —|—j] — 33 — | — | —| — 
Deaths 5% mS — 1 
Erysipelas Ba me 42} 8 1 47, 5| @ 
- . Deaths a4 Hy —_ ‘ie 
Infective enteritis or 
diarrhoea under 2 4 
years oi av 17 23 
Deaths a ab 41 3 Ae = Ae 1 51 9 «OF 17) 3 
Measles .. 6 .. | 3,078] 242] 416] 179] 46] 6,724) 349] 481) 30) 25 
ths be af 44 — 23—|— 3 1 2} — 1 
Ophthalmia neonatorum 60 Si 29 1) — 97 2} 14 ll 
Deaths aA i. 
Paratyphoid fever we 3} — |2(B))1(B)} — 6 1 2a3—|— 
Deaths et bast —_ ane ene Gmeite Fee ee ee ee 
Pneumonia, influenzal* 5 2 8 637| 31 4 4 3 
Deaths (from  influ- 
enza) sy bis 19 1 23—|— 16} — 4, — 1 
Pneumonia, primary .. 738} 61!) 200) 26 217) 11 
Deaths Se fe 33 8} @ 20 9 613 
Polio-encephalitis, acute 1) — 7 ees 
Deaths “* is —_ — 
Poliomyelitis, acute .. 4 1 2 2| — 5 1 1 3} a 
ths = % _— Pe 
Puerperal fever .. * a 35 _ A. 35 _~ 
Deaths on a — 
Puerperal pyrexiat 179} 11) 144 — 1 143} 10) 29) —| — 
Deaths yi _ 
Relapsing fever 5a —-i- —|i-ji- — 
Deaths a 
Scarlet fever 1,428] 78-194}. 28} 59] 1,966] 195) 231] 37] 53 
Deaths 27—!—|—|— 1 }—|—{— 
Smallpox ver ee es ee Ee ee ee ee ee ee 
Deaths ae: Se —|— — 
Typhoid fever .. ie 1 11 3 8 5} — 4 6— 
Deaths a a ee ee eee en en eee ee ee 
Typhus fever .. oe — —}|— 1;}—] — —|—}]—|J— 
ths ee es —|— —|— 
Whooping-cough 2,473| 242) 156) 34) 17] 2,063) 122) 240) 46) 38 
Deaths ie 1! 2 y—] — 14 1 4 1 3 
Deaths (0-1 year) ; 319; 49) 538) 31) 18 342; 34) 50) 38) 41 
Infant mortality rate 
(per 1,000 live births) 
Deaths (excluding still- . 
births) .. | 3,889} 573} 591) 231] 118] 4,130) 571) 576) 185) 145 
Annual death rate (per 
1,009 persons living) 13-6) 15-0} tf 13-0) 12-2) ¢ 
Live births a .. | 7,454] 877] 989] 425| 237] 6,857| 783) 966) 406) 365 
Annual rate per 1,000 
persons living 20-1) — |} ¢ 19-7| 26°7| ¢ 
Stillbirths Ait a 246) 26) 30 219}. 21; 34 
Rate_ per 1,000 total 
births (including 
stillborn) 3 23 34 



































*Includes primary form for England and Wales, London (administrative 
county), and Northern Ireland. 


t Includes puerperal fever for England and Wales and Eire. 


t Owing to evacuation schemes and other movements of population, birth and 
death rates for Northern Ireland are no longer available. 
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Once again this year the Derry Gardens, Kensington High Street, 
will be “open” on behalf of St. Bartholomew’s Hospital from 
Monday, July 3, to Friday, July 7, each day from 9.30 to 6. The 
gardens are worth viewing and the object is a good one. 

An extra general meeting of the Middlesex County Medical Society 
will be held at the Royal Society of Medicine on Wednesday, July 5, 
at 4.30 p.m., when Sir Harold Gillies will read a paper on ‘“ The 
Province of Plastic Surgery in a Health Service.” Visitors, including 
members of the American and Canadian Forces at present in this 
country, will be welcome. 

The London Women’s Parliament (24, High Holborn, W.C.1) has 
arranged a conference on Sunday, July 9, at 3 p.m. at Conway Hall, 
Red Lion Square, to discuss (a) how to get full- or part-time labour 
for hospitals, nurseries, factory canteens, British restaurants, schools, 
laundries, and home help schemes—all social services on which the 
fighting front depends; (b) how to improve wages, conditions, and 
social status so as to encourage women to take up domestic work 
and stay in the job. 

At a meeting of the Danish Medical Society, Prof. K. A. Jensen 
of Copenhagen University recently reported that a Danish chemical 
factory was shortly to begin production of penicillin. The experi- 
ments were conducted by the pathological institute of the University. 

The Committee on Nutrition Surveys, set up by the English Group 
of the Nutrition Society a year ago, has drawn up a list of investiga- 
tions, recent or in progress, into: (1) consumption of food, 
(2) nutritional state, and (3) effect of supplements on health and 
efficiency. The number is-unexpectedly large. A list of these 
investigations will be sent to anyone working on the subjects, on 
application to the Director, Prof. J. R. Marrack, M.D., Advisory 
Committee on Nutrition Surveys, Bureau of Nutrition Surveys, 
London Hospital, E.1. 


The Colyer Prize was founded in 1926 by the Royal Society of 


- Medicine to commemorate the twenty-five years’ service of Sir Frenk 


Colyer as honorary curator of the Odontological Museum, and 
regulations were approved. The accumulated income of the fund is 
ordinarily used every third year for a prize for the best original work 
in dental science cempleted during the previous five years, by a 
dental surgeon educated at any recognized dental school in Great 
Britain or Northern Ireland who has not been qualified to practise 
more than five years at the date of the award. Applications from 
candidates, with a general account of their researches, should be 
submitted to the oe ay Prize een 1, Wimpole. Street, 
London, W.1, by Oct. 1, 1944. 








Letters, Notes, and Answers 








All communications with regard to editorial business should be addressed to THE 
EDITOR, British MEDICAL JouRNAL. B.M.A. House, TAVISTOCK SQUARE, 
LonpDon, W.C.1. TELEPHONE: EUSTON 2111. TELEGRAMS: _ Aitiology 
Westcent, London. ORIGINAL ARTICLES AND LETTERS forwarded for 
publication. are understood to be offered to the British Medical Journal alone 
unless the contrary be stated. 


Authors desiring REPRINTS should communicate with the Publishing 
Manager, B.M.A. House, Tavistock Square, W.C.1, on receipt of proofs. 
Authors over-seas should indicate on MSS. if reprints are required, as proofs 
are not sent abroad. * 


ADVERTISEMENTS should be addressed to the Advertisement Manager, 
B.M.A. House. Tavistock Square, London, W.C.1 (hours 9 a.m. to 5 p.m.). 
TELEPHONE: EUSTON 2111. TELEGRAMS: Articulate Westcent, London. 


MEMBERS’ SUBSCRIPTIONS should be sent to the SECRETARY of the 
a TELEPHONE: EUSTON 2111. TELEGRAMS: Medisecra Westcent, 
ondon, 


B.M.A. ScottisH OFFICE: 7, Drumsheugh Gardens, Edinburgh. 


ANY QUESTIONS ? 
Bronchitis in Children 
Q.—Lately I have observed that many children in the families I 
attend get frequent attacks of bronchitis. Would you recommend 
trying spraying the rooms and blankets with emulsified oil daily 
for a couple of months? If so, are special sprays and liquids 
recommended ? . 


A.—Bronchitis is a complication in about a third of attacks of 
the common cold. Children between the ages of 1 and 5 years are 
most addicted to colds, with an average of three to four a year. 
Therefore bronchitis is a common complaint among children. But 
colds in the spring or summer have a reputation for being more 
Persistent than winter colds, and it may be that irritants such as 
dust predispose to bronchial involvement. Summer colds are also 
treated rather lightheartedly and children are not usually kept in an 
¢quable temperature until the acute coryza has gone. However, any 
measure that will minimize the dissemination of dust in the house 
is good hygiene, and for the purpose vacuum-cleaning of carpets, 
curtains, etc., damp dusting and damp sweeping (with tea leaves) of 


polished surfaces, and, above all, 
recommended, particularly in families where there are young 
children. Oiling of household bed linen is not at present practicable 
and spraying with emulsified oil is not advisable. To minimize 
‘blanket dust, the blankets may be sewn. inside cotton sheets, or the 
Continental feather-blanket may be used instead. Another practical 
precaution would be to treat the floor of playroom or nursery with 
spindle oil (see M.R.C. War Memo. No. 11, 1944). 


good ventilation are strongly 


Vaginal Pessaries 
Q.—Do vaginal pessaries containing quinine or lactic acid as the 
spermicidal factor cause a vulvitis, vaginitis, or cervicitis? If so, 
how is the inflammation prevented or treated ? 


A.—Most chemicals which are spermicidal are irritant to the 
tissues when present in high concentration. The amount of, active 
principle in contraceptive pessaries is therefore usually low. Even 
sO, quinine pessaries, as sold, not infrequently cause severe vulvo- 
vaginitis and acute cervicitis in women who are susceptible. 
“ Quininism ” from absorption of the drug also occurs. Though 
lactic acid has a caustic action it is of low toxicity, and is a normal 
constituent of the vaginal “ secretion.”” Moreover, pessaries usually 
contain only enough to counteract the alkalinity of the seminal fluid 
and to keep the vaginal pH within a normal range. They are there- 
fore not so likely to have any irritant action on the vaginal 
epithelium, and most women tolerate them well; cases of idiosyncrasy 
are comparatively rare. It is often stated in textbooks and else- 
where that the regular use of chemical contraceptives may result in 
such cervical lesions as erosion, chronic cervicitis, and endocervicitis. 
But this view appears to be based on general principles and on the 
known irritant action of these chemicals in high concentretion. 
Definite proof has not yet been adduced to show that cervical lesions 
(and consequent sterility) have resulted from the use of chemical 
contraceptives, and the subject is one causing considerable dispute 
(see correspondence columns of the Journal, June to December, 
1943). However, it remains a possibility, particularly in regard to the 
use of quinine. 

The acute vulvo-vaginitis which sometimes follows the use of 
quinine pessaries usually responds quickly to simple treatment by 
rest in bed and warm baths. It is prevented by avoiding the use of 
pessaries containing quinine, which, in any case, have a low sper- 
micidal value, and, on account of this and their irritant properties, 
have been condemned by official opinion for some considerable 
time. Chinosol is said to be less irritant, but the results of scientific 
inquiry go to show that phenyl mercuric acetate is to be preferred 
(J. R. Baker and others, Lancet, 1938, 2, 882). This has a high 
quotient of efficiency and is comparatively free from harmful effect, 
though on rare occasions reactions occur in either male or female 
partner when an idiosyncrasy to mercury exists. 


Toxaemia in Pregnancy 


Q.—Mrs. H., 38, mother of two children (5 and 2 years) is anxious 
to have a third. In her first pregnancy, albuminuria, oedema of the 
ankles, and some hypertension were present at the seventh month. 
Despite the usugl treatment these signs increased markedly, so that 
at term the urine was solid with albumin and the B.P. 190/100. The 
confinement itself was uneventful. Urine and B.P. returned to 
narmal in two weeks. History of the second pregnancy is similar 
except that albuminuria, etc., were present at the sixth month, that 
the highest recorded B.P. was 212/110, and that I induced labour 
uneventfully 10 days before term. What advice ought I to give? 
Would a urea-clearance test now be any guide to me? 


A.—This type of case is well known. The patients are usually 
over 30 at the time of the first pregnancy and the toxaemia develops 
relatively early. The condition recurs with subsequent pregnancies. 
The case described belongs to this clinical group. On the other 
hand, both previous pregnancies proceeded to near term without 
abortion or premature labour, and after the first pregnancy the urine 
became clear of albumin. It is almost certain that the toxaemia 
will recur in a future pregnancy. On the other hand there is no 
reason to expect that the third attack will be more severe than the 
previous two. The risk is that of pregnancy toxaemia with the 
possibility of premature labour with a stillborn baby. It is doubtful 
whether a urea-clearance test will be of any help, for if the blood 
pressure and urine are normal the test will probably show normal 
values. 

Red Hair and Rheumatism 


Q.—There is a widespread belief that people with red hair are 
especially susceptible to rheumatism and also to excessive bleeding. 
Is there any physiological or pathological basis for this? Indeed, 
is there any evidence for it ? 


A.—There is undoubtedly a belief among physicians of experience 
that red-haired persons are unduly susceptible to acute rheumatism. 
Shrubsall' in a paper on physical characters and morbid predisposi- 
tions made the striking observation that no less than 21% of a 
series of cases (28 out of 133) had red hair. This is far greater than 
the proportion in the general population in England, which is about 
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4%. Honeyburne,? however, did not confirm this result. He found 
that only 6.5% of a series of cases.of acute rheumatism had red 
hair, compared with 5.2% in a control series (26 and 21 respectively 
out of 400). Further investigation would be well worth while. (It is 
perhaps an indication of the general lack of interest in the question 
of physical make-up and disease that in a copy of St. Bartholomew’s 
Hospital Reports on the shelves of the Royal Society of Medicine, 
Shrubsall’s interesting paper had been reposing with uncut leaves 
for more than 40 years.) Should it be found that red-haired persons 
are even twice as susceptible as other people, so striking an associa- 
tion would be of much interest, and might well lead, as the question 
suggests, to physiological and pathological discoveries. Consider- 
able numbers would be required, however. To demonstrate with 
reasonable certainty a difference in susceptibility of two to one, a 
series of acute rheumatics of the order of 500 would be needed. It 
would suffice to record simply whether each patient was red-haired 
or not. 
while investigating other differences in colouring. A control series 
of similar number would serve to remove any doubt as to variations 
in personal judgment of what constitutes red hair. I have no know- 
ledge of any work on red hair and excessive bleeding. In the 
absence of data, is there not a suggestion here of the kind of false 
association upon which so many superstitions depend? I have even 
come across the peculiarly absurd belief that red hair is due to 
conception during the period of the menstryal flow. 


REFERENCES 
1 St. Bart’s Hosp. Rep., 1993, 39, 63. 
2 Med. Officer, 1940, 63, 77. 


Hairiness in a-Woman 
Q.—A married woman aged 35, with one child, complains bitterly 
of hairiness of the beard region and of arms and legs. _Her men- 
strual history is normal. She states she is disinterested in intercourse 
a. d never gains satisfaction from it. Is endocrine therapy indicated 
in such a case, and what form should it: take ? 


A.—If the hairiness began at puberty, and if there are no other 
. endocrine stigmata, the condition is probably genetic and uninfluence- 

able by endocrine therapy. In the presence of other features—e.g., 
adiposity, plethora, hypertension—one should investigate with a view 
to excluding an adrenal or ovarian tumour. In the case of Cushing’s 
syndrome not due to an adrenal neoplasm, irradiation of the pituitary 
fossa is sometimes helpful. It is difficult to know how far the 
attitude to sexual intercourse is determined by the condition. 


Sensitivity to Sulphonamides 


Q.—What are the dangers of repeating a course of sulphonamide 
therapy? How can one distinguish the patient who is likely to be 
susceptible? What length cf time is it advisable to leave between 
the courses?, Are adults more likely to be susceptible than 
children ? 


A.—In the great majority of patients there are no such dangers. 
If no signs of intolerance have been observed during one course, 
they are unlikely to develop during a second, whatever the interval 
between them, and regardless of the patient’s age. There should 
therefore be no hesitation in repeating a course when there are 
definite. indications for it. On the other hand, early repetition 
. implies previous failure, and if any doubt exists on these points it 
should be considered whether the treatment is correct or the dosage 
- adequate. It is exceedingly uncommon for a patient to become 
sensitized to these drugs after administration by the mouth, though, 
as has recently been pointed out by Tate and Klorfajn (Lancet, 1944, 
1, 39), this effect is very much more liable to follow local application. 


Ant, Wasp, and Bee Stings 
Q.—I have a patient who is hypersensitive to stings. Twice in 
one month he has been stung by an ant while gardening. He is 
quite fit, but the whole arm swells like a balloon. How can he be 
desensitized? I have given him a course of peptone injections. A 
wasp sting has little or no effect. 


A.—Reports in the literature of aliergy to ant bites are extremely 
rare, but reactions to bees, wasps, mosquitoes, fleas, lice, bedbugs, 
and chiggers frequently appear, and occasionally in this country 
cases of hypersensitivity to the bites of horse-flies. If the angio- 
neurotic oedema of the arm was definitely due to the bite of an ant 
(and not to, say, touching a primula) the reaction may have been 
due either to some specific chemical compound in the bite (such as 
formic acid, which also seems to play a- part in the urticaria which 
follows nettle-stings), or more usually to a specific “ ant” protein. 
This is analogous to what may happen in the case of bee stings, 
where some acute allergic reactions appear to be due to the pollen 
on which the bee has been feeding being injected into such a pollen- 
sensitive individual, but the majority of reactions occur in beekeepers 
and the like who have become sensitive to bee protein by recurrent 
stings and contact. In the treatment of insect sensitivity of what- 
ever kind, the most successful therapy is not to get bitten or stung. 
But if this is unavoidable a sterile extract of the whole body of the 


There seems to be no indication that it would be worth - 


insect should be prepared, the patient’s sensitivity to the extrag 
always tested by skin test, and according to the degree of sensitivi 
elicited a course of desensitizing injections prepared. Such testi 
and treatment extracts can be obtained from Messrs. C. L. Benca 
Gorgate Hall, Dereham, Norfolk. Prince. and Secrest (J. Allergy, 
1939, 10, 379) have succeeded in protecting individuals sensitive 
bee, wasp, or ant bites by using a whole-bee extract, and so beli 
that certain insect groups contain a common antigen. But I ha 
not been able to confirm this observation. Pt 


Lichen Simplex 
Q.—Could you advise me on the aetiology and treatment of lichen 
simplex? Could this condition be caused by chemical irritation, 
and is it the same condition as neurodermatitis? As lichen, I under 
stand, is sometimes seen in those suffering from duodenal ulcer, i 
there any relation between the two conditions ? 


A.—Lichen simplex describes an itchy patch of skin thickened, 
pigmented, and quadrillated as the result of scratching. It develops 
primarily on the inner thighs and sides and nape of the neck; a 
secondarily, with a flexural distribution in the eczematoid eruption 
associated with asthma, a variety of the so-called neurodermatitis 
Chemical irritation of the skin, if it induced scratching, might 
originate a patch of localized lichen simplex. There is no relation 
with duodenal ulcer except the psychological background common 
to.both. An occlusive dressing, when practicable, cures by breaking 
a vicious circle. Otherwise a crude coal-tar paste may be prescribed, 
or x rays given with all the reservations called for in radiotherapy, 


Thyroid for Premature Babies 
Q.—Is it still generally accepted that large doses of thyroid sho 
be given to premature babies, as advocated by Pritchard? If so, 
what doses may be employed without giving rise to toxic effects? 


A.—Thyroid extract appears to have a beneficial effect upon @ 
certain type of premature baby with a subnormal temperature, 
drowsiness, and reluctance to feed. It is given in maximum dosé 
of 1/10 gr. per Ib. body weight per day. A baby of 4 Ib. can have 
for example, 1/8 gr. b.d. or't.d.s. It should ‘not be continued for 
more than a few days, and should be stopped if it does not see 
to be improving the situation. Toxic manifestations do not oc 
with this dosage. 

Nepenthe and Tinct. Opii 4 

Q.—Can you tell me what advantage, if any, the drug nepenth 
has over tinct. opii? 


A.—Nepenthe is a trade preparation of opium containing 0.84%) 
morphine in alcohol. It is used as an alternative to tinctura op 
which is slightly stronger, containing 1% of opium. I know ¢ 
no difference in qualitative action, but nepenthe is more palatable. = 


LETTERS, NOTES, ETC. 


Control of Crab Lice 
Dr. RaLpeH Jones (London, W.11) writes: Within a day or so of 
reading Dr. K. Mellanby’s memorandum on crab lice I ordered h 
prescription to a patient I considered very suitable for his method 
I think it only right to warn your readers that there appears to t 
great difficulty (in London at any rate) in getting this prescriptic 
dispensed. I believe the trouble is that lanette wax is largely reserve 
by chemists for making benzyl benzoate emulsion. It looks as 1 
for the present at any rate, it will be more expedient in gene 
practice to stick to the older. methods. 


Operation for Uretero-pelvic Stricture : 

Mr. J. B. MarINnaN, F.R.C.S.Ed., medical superintendent, Drybu 
Emergency Hospital, Durham, writes: I notice in your issue ¢ 
June 10 a review of the 1943 Year Book of Urology, and a referen 
therein to a “ new ” operation for uretero-pelvic stricture. A simil 
manceuvre was suggested by my then chief, E. S. Gav 
F.R.C.S.Ed., of Bolton, and used by us in a case of acute ureter 
pelvic kink in a patient I investigated for him in 1935; the rest 
was excellent. It seemed such an obvious procedure that we did 
not bother to publish it, and I should be surprised if some urolog 
in this country has not at least considered it. 


Locked Twins j 
Dr. W. M. Cuesney (Birmingham) writes: Mr. C. A. Horder 
account in your issue of June 10 (p. 783) of a case of obstruct 
labour due to locked twins suggested the following observations 
(1) As the membranes were still intact was the diagnosis of obstructét 
labour warranted in this case? (2) The amount of descent of @ 
head of the first child at the time of intervention is not indicate 
apart from the doubtful inference drawn from the position asc ib 
to the head of the second child. (3) Incidentally it is hoped 
Mr: Horder is satisfied as to the accuracy of his informant’s stat 
ment that full dilatation had existed for six hours; for it is % 
known: that the adjective “full” is not infrequently used whe 
dilatation is still incomplete. 





